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Its Practical Efficiency Demonstrated by 


years of service in hundreds of hospitals 


The patient is comfortably supported at all points. 


The Scanlan-Balfour operating table is entirely head-end con- 
trolled,—noiseless, positive in action. Instantly and with perfect 
ease, the anaesthetist places the patient in the exact position re- 
quired by the surgeon,—elevates and lowers the table top as 
desired through an 8” range. Complete with independent Mayo 
rack, built-in adjustable body elevator, shoulder crutches, knee 
crutches, wristlets, anaesthetist’s screen, saddle horns, chest and 
leg horns, and body strap. Brain surgery head pieces supplied 
as extras when ordered. 


Ask for bulletin of operating tables for major surgery, G.U. x-ray, 
fracture x-ray and orthopedic work, with names of users. 


SCANLAN-MORRIS COMPANY 


Madison, Wisconsin 


Operay Laboratories, Ine. Scanlan Laboratories, Inc. 
Surgical Lights Surgical Sutures 
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Does the New Deal Consider Hospitals 


as Charitable Institutions? 


RADITION and past legislation have always regarded voluntary, non- 
t pers hospitals as charitable institutions and desirable community 

organizations which should be exempted from taxation and aided 
in every way consistent with the community welfare. 

During the past four years, voluntary hospitals have been forced to 
care for an increasing number of patients unable to pay the cost of their 
care. The percentage of free care provided by these hospitals before 
1929 averaged one-third of all patients. The percentage since 1931 has 
averaged two-thirds. Naturally, such a change has seriously affected 
hospital finances. 

To meet the deficits which inevitably appeared, hospitals have sought 
remuneration from local, state, and governmental sources. Private wel- 
fare organizations confronted with the problem of providing relief have 
universally turned their troubles over to public welfare bodics. When 
local funds became exhausted, state aid was invoked and later Federal 
relief was given. 

Payment for the care of indigent patients in private hospitals has been 
made in some states, but this principle has not been generally adopted 
throughout the United States. The FERA has consistently refused to 
allow its funds to be used by state or local public organizations for the 
care of indigent welfare patients in hospitals. 

The adverse report of the Committee on Banking and Currency upon 
the bill to empower the RFC to make loans to non-profit hospitals upon 
suitable collateral, based upon the opinion that such loans would not 
properly come within the function of the RFC, raises anew the question 
as to the status of voluntary hospitals. 

The object of the bill was to allow hospitals to refinance through the 
RFC obligations owed to local banks. Suitable security was to be given. 

The RFC Act was “to provide emergency financing facilities for finan- 
cial institutions, to aid in financing agriculture. commerce and industry 
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and for other purposes.” Funds were provided to make loans to govern- 
mental units for housing, construction, and the development of forests 
and public works. Under public works, over one million dollars was ap- 
propriated for Government hospitals and nurses’ homes and fifteen mil- 
lion for other Government buildings. In February, 1933, loans were 
arranged for farmers; in March, 1933, for banks and to non-profit cor- 
porations for the financing of earthquake damages. The FERA was 
established in May, 1933. 

The application of the RFC Act has therefore been widespread and 
the interpretation that its primary function was the “assisting in the re- 
habilitation of credit institutions” has been liberally interpreted. Just 
why hospitals cannot be included under the provisions of the Act is not 
clear. 

The Federal Government has adopted no definite policy regarding the 
status of voluntary hospitals. Different departments have adopted dif- 
ferent attitudes and have made conflicting rulings when viewed from the 
standpoint of basic principles. 

This variation brings up the question as to what is the attitude of 
the Federal Government upon the status of voluntary hospitals. In gen- 
eral the National Recovery Administration has considered voluntary hos- 
pitals as charitable institutions deserving of exemption from participation 
in the NRA requirements and codes. The Treasury Department grants 
them tax-free alcohol for scientific and charitable use. They are not 
subject to property taxes nor dividend taxes. 

On the other hand, the legislative act relating to processing taxes 
departs from the usual exemption as regards charitable institutions and 
specifies that goods must be used exclusively for the relief of indigent 
patients only. The Federal Emergency Relief Administrator has ruled 
that hospitals must derive their support wholly from local sources and 
that the Federal Government will not aid them in their care of the 
indigent, even though that care has increased 100%. 

All of which brings us to the question of just what is the policy of 
the Federal Government in regard to voluntary hospitals? Are they to 
be classed with industry and consequently subject to industrial regulation 
as promulgated by the Federal Government, and to be subject to taxa- 
tion, or are they to be classed as charitable institutions incorporated not 
for profit under the charity laws of the various states and as such to be 
considered as desirable community institutions which actually assist, 
through private contribution, in the provision of facilities for the care 
of the indigent sick, and as such entitled to relief from taxation in all 
forms and to properly regulated assistance from governmental funds? 
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At present voluntary hospitals, in Federal policy, are ‘neither flesh 
nor fowl, nor even good red herring.”” The American Hospital Associa- 
tion, representing the hospitals of the United States, therefore respect- 
fully petitions the President to have made a declaration of policy regard- 
ing voluntary hospitals so that they may know where they stand in the 


body politic. 


N. W. F. 


Journal of the American 
Hospital Association 


ARLY IN 1927, a group of nearly 60 members of the A. H. A. signed 
E a petition directed to the Board of Trustees, requesting that they 

give consideration to the publication of a monthly hospital maga- 
zine or journal of the Association. The signers of that petition repre- 
sented practically all of the ex-Presidents of the Association and many 
of the former chairmen of committees for the 20 preceding years. 
They were keenly alive to the fact that an Association journal would 
offer opportunities for the publication of committee reports and activities; 
papers read at the annual meeting; news items of timely hospital interest; 
and the furtherance of the personnel bureau and library and _ service 
bureau of the Association. 

On the morning of October 11, 1927, during the Minneapolis conven- 
tion, the signatories of the petition, and other members, held an informal 
meeting at the hotel before the convention session. This informal group, 
fully representative of the leadership of the Association, drafted resolu- 
tions for presentation to the convention. The writer had the pleasure of 
presenting these resolutions at the afternoon session that day, and they 
were referred to the Committee on Resolutions. The committee reported 
out the resolutions at a subsequent session, when they were unanimously 
adopted and referred to the Board of Trustees. Owing to the recent 
purchase of the headquarters in Chicago, the Board of Trustees at the 
time felt that they could not assume the additional financial obligation 
necessary for the first year of publication; then the deluge—or depression. 

The financial affairs of the Association are now in splendid shape. 
Contrary to expectation, the income during the past three years has not 
been seriously curtailed—partly through executive economies in the main 
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office. The bonds of the Association have been paid as matured. The 
Trustees have maintained the parity of the bonds of the Association since 
their first issue, and have redeemed at par and accrued interest all bonds 
of the Association that have been presented for payment. 

While the present BULLETIN has served its purpose as a temporary 
publication, it can by no stretch of the imagination be considered as 
adequately representative of the high aim and standing of the American 
Hospital Association. 

The splendid financial management of the affairs of the Association by 
the various Boards of Trustees has been productive of a credit rating 
probably not exceeded by any like national organization. The Board of 
Trustees, who had the acumen and vision to finance and establish the 
present headquarters, have had their judgment vindicated. The present 
Board of Trustees in organizing a self-financing project, such as a repre- 
sentative journal, will be keeping step with the splendid foresight of 
their predecessors. That the present Board has discussed the early develop- 
ment of the journal sympathetically and constructively is a fact that 
should be known to the membership. Assurance of support from the 
membership at large would be definite encouragement for the Board to 
proceed at an early date. 

The success of the Journal of the A. M. A. and other like national 
organizations, their positive and direct influence on both the profession 
and lay public, alone is sufficient reason for the A. H. A. to strive for a 
more influential mouthpiece, fully representative of the broad aims of the 
Association. 

Indicative of the scope of its influence, the name should be changed to 
cover the field. The title of Journal of the American Hospital Associa- 
tion is suggested. In keeping with the trend of modern magazine publish- 
ing, the size of the new journal should be given careful consideration. 

Important as these factors may be, the initial success of the journal can 
only be assured by selection of a proper editorial and business manage- 
ment. A perusal of the names of the present Board of Trustees is ample 
assurance of careful study of organization and selection of personnel. 

Finally, the success of a Journal of the Association depends on the 
membership, or at least that progressive minority who are seeking by 
study and research to advance the interests of hospital administration 
and the hospitalization of the sick. The evolution of hospital practice is 
contingent on this group and they should individually make known to 
the Trustees their willingness to co-operate. 


W.L. B. 
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Policies of Group Hospitalization 


URING THE MONTH of June, the American Medical Association 
and the American College of Surgeons have issued official state- 
ments of policy which confirm the wisdom of the plan of group 

hospitalization which the American Hospital Association adopted over a 
year ago. On June 10, the Board of Regents of the American College 
of Surgeons adopted the report of its Medical Service Board, of which 
paragraph 7 declares: 

“7, The American College of Surgeons recognizes that the periodic 
pre-payment plan providing for the costs of medical care of illness and 
injury of individuals and of familics of moderate means offers a reasonable 
expectation of providing them with more effective methods of securing 
adequate medical service. 

“A number of different plans for the organization of such services 
have been proposed, although few have been in operation long enough 
to permit definite conclusions in regard to their success. It is to be 
desired that these experiments be continued. Conditions differ to such a 
degree in different parts of the country that a specific plan which is 
practicable in one place may require modification of details in other 
communities. The varying restrictions imposed by present insurance 
laws in different states further complicate the problem. 

“Periodic pre-payment plans providing for the cost of medical service 
may be divided into two classes: 

A. Payment for medical service 

B. Payment for hospitalization 
It is suggested that plans for the payment of hospitalization alone 
(Class B), without provision for payment for medical service, may be 
considered the first project to be undertaken in the average community.” 


Subsequent paragraphs lay down principles similar to those of the 
American Hospital Association, particularly that plans should be on a 
non-profit basis and that free choice of physician and hospital should be 
maintained. 

The 10 points adopted by the American Medical Association at its 
annual meeting in Cleveland recognize by implication the general prin- 
ciple that the costs of medical care may be distributed, and define various 
conditions under which plans should be devised including the familiar and 
obviously acceptable principles of free choice, direct relation between 
patient and physician, professional participation in control, separation of 
medical service from cash benefits, etc. The most important paragraphs 
affecting hospital interests are numbers 5 and 6 which read as follows: 


“5, All medical phases of all institutions involved in the medical 
service should be under professional control, it being understood that 
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hospital service and medical service should be considered separately. These 
institutions are but expansions of the equipment of the physician. He is 
the only one whom the laws of all nations recognize as competent to use 
them in the delivery of service. The medical profession alone can deter- 
mine the adequacy and character of such institutions. Their value de- 
pends on their operation according to medical standards. 

“6. However the cost of medical service may be distributed, the 
immediate cost should be borne by the patient able to pay at the time the 
service is rendered.” 

The group hospitalization program of the American Hospital Associa- 
tion includes the principle ‘“‘that hospital service and medical service 
shall be considered separately” and the plans now under way in some 
forty cities deal only with the costs of hospital care. Our Association 
recognizes that the great majority of hospital beds are in institutions 
incorporated as public or semi-public bodies on a non-profit basis; that 
these hospitals are thus responsible to the community; and that the mem- 
bers of their medical staffs, appointed by the hospitals’ governing bodies, 
have the exclusive responsibility for the professional care of sick patients. 

Number six must be assumed to mean that the hospital caring for a 
patient under the group payment plan should receive payment at the 
time the service is rendered out of a fund which had been created by 
the previous payments of the patient. 

The American Hospital Association has reason to feel gratified at the 
spread of group hospitalization during the past 15 months and the 
increasing recognition of its principles by professional and public groups 
throughout the country. The Association will continue to advance this 
program with renewed confidence in its advantages to the public, the 
professions, and the institutions concerned. 


M. M. D. 
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The Hospital and the State 


Mrs. AticE F. LIivERIGHT 


Secretary, Department of Welfare, State of Pennsylvania 


HERE WAS A TIME when welfare, health, and education were con- 

sidered the responsibility of private organizations. To a large extent 

all three were sponsored by religious groups. They were established 
as, and they continued to be, private agencies financed by individuals, 
although later on they became a community rather than an individual 
responsibility. The growth of Government responsibility—the next step 
—has been more clearly accepted in the field of education than in the 
other fields. Public agencies have meanwhile crept upon us, so to say, 
unawares. 

In the field of relief work, those of us connected with private agencies 
in large communities were scarcely aware of the large areas where only 
public relief was available, nor did we stop to calculate the amount of 
money being spent by these public bodies. At last we are confronted 
with the fact that public, local, state, and Federal funds are paying over 
90% of the relief bill. No one doubts that for years to come, though 
the tide of unemployment may recede, we must look to public tax funds 
for the financing of relief. So we have accepted public funds for educa- 
tion and relief—to what extent are public moneys now being used for 
hospitals? To quote from the Social Work Year Book for 1933: 

“From the standpoint of their control hospitals may be divided into 
two large classes: governmental—supported by taxation and under 
Federal, state, county, and municipal control—and_ non-governmental, 
mostly incorporated as charitable or non-profit organizations, directed 
by church or non-sectarian corporations, and supported by endow- 
ments, contributions, and payments from patients. Almost all uni- 
versity and medical school hospitals are non-governmental. There is 
also a third but smaller group of hospitals, organized for profit. 

“In general there has been a growing tendency to place responsibility 
upon governmental agencies for the care of patients requiring extended 
hospitalization. As a public health measure cities have extended this 
responsibility to include the care of all persons suffering from ‘com- 
municable diseases, and the care of the sick poor generally. Private 
funds have accepted responsibility for the care of the acutely ill, and 
have erected and maintained hospitals for general medical and surgical 
patients, lying-in and other special hospitals, and have included care in 
these institutions for both free and paying patients.” 

Pennsylvania has patterned its program along these lines. Care of the 
insane, the feeble-minded, the tuberculous, has as far as possible become 


Read before the Hospital Association of Pennsylvania, Pittsburgh, April 11, 1934. 
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a state responsibility. I would not, however, say that the Commonwealth 
and its political subdivisions have accepted complete care for the sick 
and the poor. The state, however, has assumed responsibility for sub- 
sidizing certain private hospitals. 

It has been said that Pennsylvania is the only state which appropriates 
money to community hospitals, but this is not the case. There are four 
other states which grant aid to general hospitals—namely, Connecticut, 
Maine, Maryland, and Mississippi. Other states provide by law for pay- 
ments to incorporated hospitals by counties, cities, and towns for the 
care of destitute patients who are charges on these localities. In New 
Jersey it is found that county and municipal aid forms as large a per- 
centage of the total hospital income as does the combined income from 
state, county, and municipal aid in Pennsylvania hospitals. 

In which area, then, does the subsidized hospital find itself? Let us 
say in some borderline region holding, on one hand, its complete autonomy 
and on the other looking to Government for assistance. 

The amount appropriated to the state-aided hospitals in Pennsylvania 
totaled $7,151,500 for the 1931-1933 biennium, which was one-sixth of 
their total income. 

At the session of the 1933 legislature, a new high point was reached 
when $7,553,350 was appropriated, including the amount which was 
contingent on the bond issue authorized at the general election last fall. 

It has been said that in granting aid to the Pennsylvania Hospital in 
1751 the General Assembly established a precedent which became so 
thoroughly fixed that today no one would assume for a moment that the 
granting of such aid will ever be discontinued. Such a statement bears 
out my previous one to the effect that Federal and state aid will continue 
in our program of poor relief. Neither statement, however, implies that 
such financing will continue on the basis upon which it now exists. 

In the relief field it is now distinctly accepted that the public funds 
shall not be allocated to private agencies but must be administered by 
public agencies. Even if those agencies are new ones, merely organized 
for that purpose, they must be responsible only to the appropriating body. 
Such is not the case in subsidized hospitals. The institution continues to 
maintain its self-appointed board of directors, and quite properly so, 
since as we have seen five-sixths of the income of our state-aided hospitals 
comes from sources other than the state. 

In certain other fields there is, however, a growing tendency for state 
and Federal departments to concern themselves with standards set by 
groups and activities receiving public funds. 


It is true that the Pennsylvania Welfare Department accepts responsi- 
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bility for checking free days’ care in state-aided hospitals on the basis of 
eligibility of the individual to whom it is extended. 

Is there any attempt on the part of the Welfare Department or the 
legislature to determine whether a hospital is rendering good service, 
whether it is needed in the community, whether it is wise in its use of 
funds? In answer to the first question—yes, to a slight degree. But 
many members of this body have told me that our standards as set up 
by our rules and regulations are decidedly minimum standards. As for 
the need of a hospital, or its method of financing, we do not assume 
responsibility. 


cx IN DISCUSSING state-aid to hospitals, some people have said, “Well, 

after all, individuals or groups of individuals build and organize a 
hospital, seeking no advice from the state. Is it not then the responsi- 
bility of those individuals or those groups to support the hospital they 
have established?” Let us grant that such haphazard procedure may 
result in establishing a useful and necessary service. But let us also be 
perfectly frank and acknowledge that many a community is over- 
hospitalized and many a community is carrying the burden of poorly 
organized and inadequate health service. 

Even if the state were to withdraw state-aid for any one of these 
reasons, the community would not be protected, for a hospital might 
continue to function on a curtailed budget though unable to render de- 
sirable service. Is it not essential that in each locality a well informed 
group should be willing to assume responsibility for the development of a 
sound hospital program? It is perfectly true that there have been hos- 
pital councils, and it is equally true that many hospital surveys have been 
made, but it is also equally true that the advice of councils and the reports 
of survey committees have gone unheeded. 

How long can our communities continue in this way? You know of 
duplication of services, of low bed occupancy, of thoughtless develop- 
ment of hospital facilities. What are you going to do about it? 

Will private philanthropy revive? Will endowments once more become 
liquid so that communities and individuals responsible for these conditions 
may once more assume the responsibility they have created? If not, we 
must answer another question: How long will we tolerate the haphazard 
whims of individuals or groups of individuals who for personal aggran- 
dizement, or because of a professional desire to be attached to a hospital 
staff, organize unnecessary hospitals? Will no one assume responsibility 
for determining the needs of a community whether at the inception of 
hospital planning or when the point of saturation has been reached? 
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Some of you may recall the dissenting opinion of Mr. Justice Brandeis 
in the case of the New State Ice Company, which to be sure applies to 
an industrial situation, but nevertheless parallels the excess development 
of hospitals as well: 

“Many persons think that one of the major contributing causes 

(to the depression) has been unbridled competition. Increasingly, 

doubt is expressed whether it is economically wise, or morally right, 

that men should be permitted to add to the facilities already suffering 
from over-capacity. Many insist there must be some form of 
control. There are plans for proration. There are many proposals for 
stabilization. Thoughtful men of . . . experience insist that all 
projects for stabilization and proration must prove futile unless, in 
some way, the equivalent of the certificate of public convenience and 
necessity is made a prerequisite to embarking new capital in a field in 
which the capacity already exceeds the need.” 


Surely no one would wish the Commonwealth to carry the burden of 
these unnecessary institutions. Let us not fool ourselves. If we insist 
upon public support and increased public support, we as citizens pay the 
bill just the same, that is, additional taxes must be levied which we must 
pay. We shall foot the bill either voluntarily or by law. 

Another consideration of the failure of private funds and the desire for 
Government support is the question as to the extent that Government 
shall then become responsible for greater participation, more supervision, 
increased control of the private agency. Public funds must be controlled 


by public agents. 


e+ So mucH for the general aspects of the situation. What are the 

specific trends confronting hospital and health agencies at the 
moment, and what are the implications? In the last year we reviewed 
the problems of reduced budgets, loss of pay patients, and smaller staffs. 
Today we are learning more and more about the question of out-patient 
service. Physicians fear that hospital clinics are stealing their trade. 
Hospitals question their ability to carry the load of clinic service. What 
are the facts? 

To cite but a few: A recent study in Pittsburgh indicated that for 
every free clinic case, one office visit to a physician was made. In fact, 
the free visits to physicians’ offices slightly exceeded the clinic visits. One 
interpretation of this situation is that the free service given by the 
physicians is to people who have been pay patients and who may reason- 
ably be expected to eventually become so once more. 

In Philadelphia, another study revealed that two-thirds of the clinic 
patients are on emergency relief. It also revealed that a large number 
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required the services of one or more specialists. In other words, the 
service of the family physician alone would not have answered the needs 
of these people. That age-old myth, that clinics are being imposed upon 
by people who are able to pay for medical care, was completely exploded. 
Not 10% were in a position to pay doctors’ fees, let alone cover the 
costs of x-ray, appliances, treatment, and specialists’ fees. Yet no one 
really interested in a good health program would wish to curtail clinic 
service, since we are all convinced that one of our most essential tools in 
a preventive job is rendered in the clinic where the discovery and cure of 
incipient conditions result in reducing the individual’s period of in- 
capacity and also prevent the cost of hospitalization. 

Today Federal funds are paying thousands of physicians for home 
visits to families on relief, also for nursing services and medicine for these 
same families. Yet many of the physicians now accepting Federal fees 
howl loudest in opposition to ‘state medicine.” To be sure, physicians 
have been hard hit and must be safeguarded, but if they lack perspective, 
the public whose funds and whose health are at stake must be thoughtful 
and resourceful. 

So much pressure is being brought by certain hospitals that some 
county emergency relief boards have requested that Federal funds be 
made available for clinic fees as well. Who knows but that we may 
come to this too? 

I am not averse to the use of Federal funds if the health of our citizens 
is maintained, but if we are to accept such a program let us also accept 
its implications. 

The present state control of home service to families on relief has 
already made for better medical standards. The central supervision of 
service rendered in this way is insuring to many a family better medical 
care than it has ever had. The central office removes from its eligible 
list physicians who are not giving careful service, or who are trying to 
take advantage of Federal fees by too frequent visits. This is all to the 
good, but what does it mean? Does it means an opening wedge for 
“state medicine,” that red flsg to many a physician? If so, so be it. 

In order to finance our hospitals, must we look to state or Federal sick 
insurance or industrial or individual group insurance, or group hospitaliza- 
tion—the latter based on such a plan as the Cleveland Hospital Insurance 
Plan? Just as workmen’s compensation covers certain hospital costs, 
should hospital groups favor compensation laws for automobile accidents? 

The ‘American way” has long been to evade issues, particularly if they 
are sufficiently new to raise unpleasant doubts as to their effect upon our 
accustomed habits. Every attempt was made to evade the depression, to 
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ignore unemployment. When we could no longer close our eyes to the 
situation, hasty brief plans were made to meet it and today after five 
years we still indulge in a “‘stop-go” system of relief because we are afraid 
to acknowledge the depth and breadth of this abyss in which we find 
ourselves. 

We have all suffered during the depression—physicians, board members, 
as well as professional workers connected with our hospitals and health 
services—but that is no reason for destroying the splendid work achieved 
when we could all afford to be community-minded, co-operative, and 
unselfish. 

The part the state will play in relation to the hospitals can only be 
sound and should only endure if it is the result of thoughtful, calm 
consideration and planned on the basis of a long-time vision. Let us not 
in our fear set up public machinery which we shall eventually regret. 
But if we look to the state for further support, let us plan so that it shall 
be appropriated and administered in a constructive and worthy manner. 


The International Hospital 
Congress in 1935 


Upon invitation of Il Duce, Benito Mussolini, the International Hos- 
pital Association will hold its next meeting at Rome, May § to 12, 1935. 
The Italian Government is greatly interested in this Congress and is 
co-operating to make it one of the most interesting and best attended 
in the history of the I.H. A. The interest already exhibited will insure 
a large number of participants from all the countries of the world. 

The program that is being arranged will pay particular attention to 
the economic, financial, technical, and administrative features of hos- 
pital operation. World recognized authorities on the various subjects will 
have charge of the papers and of the discussions. 

In addition to the regular program, arrangements are being made to 
hold a postgraduate course similar to the one to be held in Switzerland 
in August of this year. 

Dr. E. H. L. Corwin, secretary-general of the I. H. A., 2 East 103rd 
Street, New York City, will announce the program for the Congress 
just as soon as it is ready for publication and will advise the details of 
the arrangements for the meeting in Rome as rapidly as they are 
completed. 
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New Jersey General Hospital Survey —1934 


Emit FRANKEL 


Director, Division of Statistics and Research, 


New Jersey Department of Institutions and Agencies 


HE GENERAL HOSPITALS in New Jersey, faced by decreasing support 

from voluntary contributions and from municipal and county 

funds, early turned to the New Jersey State Emergency Relief 
Administration for financial aid. Recognizing its responsibility under 
the law to provide medical and hospital care to indigent persons and 
because of its desire to insure the continued functioning of the existing 
hospital facilities in a manner most economical to the community as a 
whole, the Administration instituted a comprehensive hospitalization 
program in 1933. 

Under this plan the financial situation of each hospital is carefully 
examined and if on the basis of this analysis it is found that the hospital 
is not adequately supported by municipal or county appropriations or 
private contributions, the hospital is reimbursed on the basis of services 
rendered to individual patients. 

The state-wide hospital survey, conducted by the New Jersey Depart- 
ment of Institutions and Agencies in co-operation with the State Emer- 
gency Relief Administration and the Medical Society of New Jersey, thus 
was designed to secure the basic information upon which current plans 
might be formulated for hospital support in this time of emergency and 
to make available a body of authentic information for general hospital 
development. 

The hospital survey limited itself to the securing of two outstanding 
facts: 

1. Financial statistics, giving the chief sources of income and main 

items of expenditure. 

2. Service statistics, which would give an adequate picture of the 

work rendered by the hospital in the community. 

Of great aid in devising the general plans of the survey and the 
schedules and forms to be used was the Committee on Accounts and 
Statistics of the New Jersey Hospital Association composed of the fol- 
lowing: LeRoi A. Ayer, treasurer, Cooper Hospital, Camden; Dr. Ralph 
J. Glover, executive director, Associated Catholic Charities, Newark; 
Edgar C. Hayhow, superintendent, Paterson General Hospital; Fred W. 
Heffinger, superintendent, Mercer Hospital, Trenton; Dr. Paul Keller, 





Read before the New Jersey Hospital Association, Atlantic City, June 9, 1934. 
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executive director, Beth Israel Hospital, Newark; James R. Mays, super- 
intendent, Elizabeth General Hospital; Miss Nellie McGurran, superin- 
tendent, Atlantic City Hospital; Dr. George O’Hanlon, medical director, 
Jersey City Medical Center; Dr. Earl H. Snavely, medical director, 
Newark City Hospital; Frank Van Dyk, executive secretary, Hospital 
Council of Essex County; and Emil Frankel, chairman. 

In addition to these regular members, the Committee was aided by 
Dr. William J. Ellis, commissioner, State Department of Institutions and 
Agencies, now president of the New Jersey Hospital Association; Miss 
Marie Louis, superintendent, Muhlenberg Hospital, Plainfield, then presi- 
dent of the New Jersey Hospital Association; and Colonel J. H. Bigley, 
J. Douglas Coleman, and Douglas H. MacNeil, representing the New 
Jersey State Emergency Relief Administration. 

In setting up the hospital income and expense accounts of the Survey 
the proposed standard system formulated by the special Committee on 
Accounting of the American Hospital Association (Dr. B. C. MacLean, 
superintendent, Touro Infirmary, New Orleans, chairman, and Dr. C. 
Rufus Rorem of the Julius Rosenwald Fund, the Committee’s technical 
advisor) has been used experimentally. 


Main Findings of Survey 


The main findings of the survey, covering more than 75 general hos- 
pitals with a bed capacity of over 14,000, may be summarized in a few 
paragraphs: 

$7,250,000 amount of free service to charity patients. 

1,600,000 wholly free patient days rendered. 

400,000 persons admitted to out-patient departments. 

Over 1,000,000 visits by out-patients to clinics. 

250,000 in-patients admitted to general hospitals (32% private and 
semi-private and 68% ward). 

3,000,000 hospital treatment days rendered (26% private and semi- 
private and 74% ward). 

$14,000,000 current maintenance expenditures against $6,750,000 
receipts from patients. 

More than 50% of annual maintenance expenditures devoted to 
charity work. 


Bed Complement 


In a total bed capacity of more than 14,000 reported by 76 general 
hospitals, it was found that 56.5% of the beds were given over to ward 
services and 31.4% were used by private and semi-private patients. In 
addition 12.1% of the total capacity consisted of bassinets. 
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Classification 
All Hospitals 


Private Rooms 
Beds 
Cribs 
Semi-private Rooms 
Beds 
Cribs 
General Wards 
Beds 
Cribs 
Private Wards . 
Beds 
Cribs 


Bassinets . 


*Not including two 


Number 
14,014* 


2,028 
1,950 
78 
2,372 
2,230 
142 
7,043 
6,303 
740 
882 


ye 
1 ab 


160 
1,689 


JERSEY GENERAL HOSPITAL SURVEY —1934 


Per cent 
100.0 


14.5 
13-7 
0.6 
16.9 
15.9 
1.0 


hospitals for which bed classification was not reported. 


Relating the available bed capacity of the 78 general hospitals in 


New Jersey to the general county population yields the following picture: 


County 
All Hospitals 


Hudson 
Mercer . 
Passaic 
Essex 
Sussex 
Cumberland . 
Union 
Morris 
Ocean 
Monmouth 
Camden . 
Atlantic . 
Middlesex 
Bergen 
Cape May 
Burlington 
Warren 
Somerset 
Salem 
Gloucester 
Hunterdon 


No hospitals im counts 
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3,140 
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1,395 
3.736 
i2 
246 
,210 
391 
101 
415 
677 
316 
492 
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56 
153 
Fb 
86 
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MOVEMENT OF IN« PATIENT POPULATION 
1933 
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Movement of In-Patient Population 

With a base patient population of 7,709 in 76 hospitals on January 1, 
1933, it was found that 214,340 patients were admitted to the hospitals 
during the ensuing 12 months, which means that one in every 20 of 
the population of New Jersey enters a hospital in the course of a year. 

It is interesting to observe that of the 64,000 births occurring in 
New Jersey in 1933 almost one-half (31,768) took place in general 
hospitals. 
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PATIENTS ADMITTED AND PATIENT DAYS 


1933 
CLASSIFLED BY TYPE OF SERVICE 
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In-Patient Services 
The 214,340 patients admitted during 1933 and the 2,852,212 patient 
days rendered in the 76 general hospitals were divided, as to type of 


service, as follows: 


Type of Service ‘Patients i " a eee 
All Hospitals -.+s> 1068 100.0 
Private ea rere. ae. sas 53.2 Pe 
Semi-private Be ree rigs 17.6 14.4 
Ward . Le ea 68.3 73.6 
Courtesy Oo 0.9 0.7 


In line with the lowering of the income of large sections of the popu- 
lation (which expresses itself in demands for low cost hospital services 
or free services), there has taken place a noticeable increase in the extent 
of the ward services rendered during the last few years. 

Forty-six general hospitals for which the requisite data were available 
show that during the period 1929-1933 the total number of patients 
admitted increased 5‘; while that of ward patients increased 17‘( ; the 
total number of patient days rendered increased 67, while the ward 
patient days increased 19%. 

The relation of the ward services to the whole hospital services between 
1929 and 1933 are brought out in the following figures: 


Patients Admitted Patient Days 

Per cent of Per cent of 

These Ward These Ward 
Year Number Patients Number Days 
1322 186,078 62.0 2,346,334 66.3 
1930 193,894 62.5 2,458,669 66.9 
1931 202,232 64.2 2,548,755 68.7 
E932 . 195,144 67.7 2,480,212 72.5 
3935 195,938 68.6 2,488,542 74.5 


Out-Patient Services 
Out-patients to the number of 387,416 were admitted to the hospital 
clinics of 37 hospitals in 1933, and out-patient visits numbered 1,031,813. 
There has taken place a marked increase in out-patient services during 
the last few years. The figures of 37 hospitals are used to illustrate this 





point: . 

———_—__—— Qut-Patient - —~ 
Year Admissions Visits 
1929 Et 233,636 648,058 
1930 277.578 722,349 
125) Caer . SEA F2I 832,351 
1932 357,836 961,158 
HPSS 387,416 1,031,813 


An increase of 66° may thus be recorded in out-patients admitted 
between 1929 and 1933, and an increase of 59% in the number of clinic 
visits during the same period. 
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HOSPITAL PATIENT DAYS 
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Current Hospital Operating Income 

Taking the main sources of the current operating income of 74 New 
Jersey general hospitals (including city and county general hospitals) 
reaching $13,416,519 in 1933, it will be found that the income from 
patients amounts to about 50%, voluntary contributions to a little over 
10“, and contributions from local governmental sources to more than 
34% of the total hospital income. 

When the city and county hospitals are not included in the above 
calculations the income situation is altered considerably. The income 
from patients then constitutes almost 60‘¢ of the total hospital income, 
voluntary contributions amount to nearly 1347, while the income from 
local governmental sources is only a little over 20% 

Per Cent of Total Current Heepttel 
Operating Incoinre 


Including Excluding 
City and County City and County 


Source of Income Hospitals Hospitals 
All Hospitals . 100.0 100.0 
Patients . Gee . 49.2 59.2 
Non-hospital Services oe 2.7 3.3 
Voluntary Contributions (Community 
Chests, etc.) ... ‘alee. “Sean 12.8 
Municipalities and Counties (including 
Emergency Relief Administration) 34.4 20.8 
Invested Funds ...... ; 32 39 


The percentage distribution of the current hospital operating income 
of 76 New Jersey general hospitals during 1933 is given in greater detail 
in the following table: 


Source of Incone Per cent 

Grand Total . .... 100.0 

1. Professional Services re oc 

a) Day Rate (in-patient board) toa. Sa 

b) Special Professional Services 16.3 

Operating room, delivery room, nursery, anesthesia 8.1 

X-ray, physiotherapy 3.6 
Laboratories, pharmacy, and other special profes- 

sional services ... oxi ia’sincastee san - <a 

Ambulance, emergency room ager ne 0.6 

c) QOut-patient Admission Fees errr Tere. 1.1 

2. Auxiliary Services .... sear - eer saiecale ys os ee 

3. Voluntary Contributions ee oe 

a) Community Chests ee ee Pins 5.5 

b) Other voluntary contributions eiicied See ola 

4. Local Governmental Sources ...... weet . Sa 

a) Counties . les mactnets £¥-2 

b) Municipalities 22.0 

§. Invested Funds , ert 3.4 
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The trend in the three main sources of hospital income—from patients, 
voluntary contributions, and local governmental units—over the last few 
years is illustrated by the data of 19 hospitals for which comparable 


f ol a : 
figures were available. hb) te Racwead teen 


Per cent of Increase (1928 
f Governmental 


oluntary 





Year Patients Contributions Sources 
1928 100 100 100 
1929 106 125 112 
1930 109 117 119 
ted | 104 114 138 
1932 96 101 136 
1955 88 87 131 
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It will be observed that the income from patients, which rose at first 
to reach its high point in 1930, has gone down materially since then. 
The 1933 figure represents a net decrease of 12% from the 1928 figure, 
and a net decrease of 21‘, from the 1930 figure. 

The income from voluntary contributions reached its peak in 1929 
(the year of greatest prosperity). The voluntary income figures of 1933 
represent a net decrease of 384% as compared with those of 1929. 


The extent to which municipalities and counties have come to the aid 
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of the hospitals when there was lessened income from other sources found 
its reflection in an increase of 38% in the income from local govern- 
mental sources between 1928 and 1931. 


Current Hospital Operating Expenditures 


Of the more than fourteen million dollars spent in current operation 
by 76 New Jersey general hospitals in 1933, 10.2% went for administra- 
tion; 21% for dietary services; 27.4% for house and property; 23.6% 
for general and 10.1% for special professional services; 1.2% for out- 
patient services; and 6.5% for fixed charges. 


Expenditure Per cent 
Gooek Tete .. .. 226.5. Le) Ree ee eee .. 100.0 
1. General aliaisabaninsnian fe eee ae Sst rea 10.2 
2. Wietary Service .......... ee) Sea A te ea 21.0 
a) Salaries, supplies, etc... ........ eee ree cite 
eI at ee Onn Fees eee Serene res, ae 

5. Dien a Pe ne ke cei ess, ake a ee 
S)} Lammeey eerwice 2... nse s ses iene: «paral pata 5.5 

b) Housekeeping Ae EEO OSES TR ee = 

c) Plant operation .... agitate Bree . Be 

d) Plant upkeep and repairs Phe tsvaead aot . we 

Pp IE 5 eich ec eles. Vertes . 16 

4. General Professional Service ............... onkeee: ae 
a) General medical and surgical service ...... » S08 

b) General nursing service .......... SES diene aoe a 

5b. IE 5 oh. hss Seah a cb ouss ees GS s3. 

§. Special Professional Service ............. ve - 10.1 
a) Operating and delivery rooms ........... st oa 

b) X-ray department ................ = hee 2.4 

Pe GE os en sewer wees 5s eabhats cae 2.4 

d) Pharmacy ..... Sree rst <> Se 

e) Other special professional s qewiets cin scsi. OA 

6. Out-patient Services ......... PA aM ea ad 1.2 
7. Fimed Charges ....... Pas ete es oe 6.5 


The distribution of the main items of the current operating hospital 
expenditures of 74 general hospitals classified by size is given in the 
following table: 


a—--——Per cent of Total Expenditures——————‘_, 
Special 
Profes- 
General sional 
House Profes- Service 
Adminis- and sional and Out- Fixed 
Bed Capacity tration Dietary Property Service patients Charges 
Under 75 beds ... 12.1 19:3 26.6 259 14.4 3.7 
75 to 149 beds.... 10.1 Zak 28.2 24.5 10.6 4.5 
150 to 249 beds .. 11.1 21.6 27.8 22.) 1 IR | oi) 
250 beds and over. 8.8 21.6 29.3 23.3 11.9 sl 
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Per Capita Maintenance Costs 


The trend in the daily per capita maintenance costs during the period 
1929-1933 is illustrated in the following figures covering 60 hospitals: 


Year 
RRO esis vip rctepcn te <r eon 
1930 
1931 
Beha sue Sere erat Ores 
BPO oe te ee ea 


Per Capita Maintenance 
Cost Per Day 

(Median) 
tare $5.18 
SES 
4.77 
svete 4.43 
Lae , 4.54 


The relation of size of hospital to costs is brought out in the table 


below: 


Bed Capacity 
Under 75 beds 
75 to 149 beds 
150 to 249 beds 
250 beds and over 


Bed Occupancy 


Per Capita Maintenance 
Cost Per Day 
(Median) 


eeu $4.65 
4.78 
4.55 
4.51 


The average (median) bed occupancy of more than 50 general hos- 
pitals covering the five years 1929-1933 shows the following trends: 


Year 

1929 A aa aT ee 
1930 Sr rc 
1¢ 3) See ere eee ree 
Re cos, rao Rs, cg 
RM ic hacer rac ane 


Per Cent of Bed Occupancy 
63 
64 
atigectein de 
Speers iy Gm 
ere. . 60 


Analyzing the bed occupancy rates of the individual hospitals which 
make up these general averages it will be found that the bed occupancy 
rates of the public charity hospitals are around 60% while those of the 
city and county owned hospitals group are around 90%. 


It is interesting to observe the same general seasonal characteristics in 


the bed occupancy rates in the various years, with a rise occurring in the 
fall, the high peak being reached in the winter months; and a decline in 
the spring months, reaching the lowest bed occupancy rates in the summer 


months. 
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The Vital Value of Research 
to Hospital Administration’ 


JoHN A. McNaMara 
Director, Cleveland Hospital Service 
Association, Cleveland, Ohio 


o say that research is vital to good hospital administration is per- 

haps superfluous, but I believe that at this crucial time in the 

interest of better hospitalization, in the very progress of our nations 
and in the advancement of the health and prosperity of every citizen of 
the world, a résumé of research and how it may be accomplished is 
pertinent. 

Right now we all agree that we are finally and actually starting a new 
era. Business and business men are face to face with an entirely changed 
method of procedure and it should not be overlooked that if the hos- 
pitals of America and Canada are to keep pace with this rapidly changing 
picture they must consider themselves as business institutions and their 
administrators as business men to whom has been intrusted the more 
important role of getting and keeping the front line fighters in the best 
physical condition. We of the hospitals are the backbone behind the 
New Deal and we must accept the task in the same spirit as the good 
officer in the Army accepts any assignment to which he may be desig- 
nated. We have already declared war and the first volleys have been 
fired. Efficiency in management based upon proved and tried facts 
shall be our ammunition and while probably some individuals may be 
sacr:ficed in order that hospitals may prosper, in order that we may 
patriotically do our part we must not shirk our duty. So let us proceed 
to a discussion of what research is needed in the hospital field and how 
this may best be accomplished and financed. 

Dr. Goldwater has done a great deal for the hospitals of the country 
and for the American Hospital Association through the work of his 
committee and by the encouragement of hospital councils for every 
sizeable community or by counties where areas are sparsely settled. Such 
a co-operative move cannot help but be of the greatest benefit to all 
hospitals, yet the work of the councils and the work of the individual 
hospitals will best be furthered if sound facts based upon the experiences 
of others are available at all times. What others have accomplished 
should be of vital value to all. 


1A paper delivered before the Administrative Section at the thirty-fifth annual 
meeting of the American Hospital Association held in Milwaukee, Wis., Sept. 11 
to 15, 1933, and omitted from the T'ransactions published January, 1934, 
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The excellent work that has been done by Dr. MacEachern’s Com- 
mittee on Public Relations must rely almost entirely upon research and 
the summarizations of the experience of others. I happen to know that 
the work of this committee was considerably hampered this year because 
of the scarcity of known facts regarding the statistics in the hospital 
field. Fortified with real research, the Committee on Public Relations 
should be the most potent factor in aiding the work of the Committee 
on Community Relations and for that matter in placing before the 
public the work of all committees of the association and carrying out 
its ambitions. 

Group hospitalization—that subject that has been discussed for more 
than three years and actually accomplished in many places—can only 
succeed to its fullest extent when it is backed up with facts, statistics, 
pertinent findings, accumulations of experiences, and the orderly presenta- 
tion of these data. 

Membership in the Association, both individual and institutional, will 
be greatly increased and will take on an entirely new meaning when the 
Association is able to furnish all of its constituent members with reliable 
facts on any subject of administration or technique. 

Cost studies, occupancy studies, procedures and standard practices, 
methods of buying, methods of patient care, elimination of abuses, col- 
lection of monies due the hospital, methods of increasing income without 
adding burden to the patients, ratio of personnel to beds, reduction of 
indebtedness, and perhaps several hundred other subjects could be men- 
tioned upon which there should be accumulated data constantly kept 
up-to-date at a central point—obviously the American Hospital Asso- 
ciation headquarters—and instantly available to every hospital in the 
country that is a member of the Association. It would result in a saving 
to individual hospitals and to hospital councils of thousands of dollars 
yearly and would make the membership fee insignificant in proportion to 
the return. 

Such an enterprise should be set up at the Association headquarters 
and no expense should be spared in making it the most complete research 
department in the whole world, the fountainhead of all knowledge per- 
taining to hospital administration and subjects related to administration. 
Competent researchers and experts in hospital management should be 
added to the already competent staff of the Hospital Library and Service 
Bureau and that space which is allotted to the Library and Service 
Bureau should be augmented and the personnel increased. Money should 
be expended without stint on the publishing and distribution to members 
of all possible knowledge that will be of value to the general public and 
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to the individual hospitals of the United States and Canada. Too long 
has this been left to a hit-or-miss system and at the whim of individuals 
who have not already been too conscientious. In short the time has now 
arrived when we must give serious thought to a more concentrated effort 
to get to our members honest and undisputed facts that are not tainted 
by any one individual’s personal desires or by greedy ambitions. Witness 
if you will the tremendous work that has been carried on by the Ameri- 
can Medical Association in keeping its members constantly informed of 
new medical procedures, of the work in stamping out quackery both 
through its official magazine, the Journal of the American Medical 
Association, and its constant contact with its many members. Let 
me bring to your attention the work that has been accomplished by the 
National Education Association with its research department and its 
many brochures, pamphlets, and news releases, besides its official publica- 
tion of the Journal of the National Education Association. The educators 
consider the research department the heart of its entity and would not 
sacrifice it under any circumstances. 

I could recite all day the various professional and trade associations 
which have found the answer to their many problems through well set up 
research departments and the constant distribution of published material 
on all types of questions, but most of you are asking yourselves or your 
neighbors how this can be accomplished by the American Hospital 
Association when so little money is now available for its many necessities 
and of course this paper could not be considered complete if the necessity 
were shown, and not the means of actual accomplishment, so I shall 
endeavor next to convince you that but one important step is now 
necessary by which two important moves may be accomplished, and that 
important step is the immediate establishment of an official publication 
in which would be presented honest articles written by the leaders of 
hospital thought in this country, Canada, and abroad, written and pub- 
lished for the sole purpose of helping the members of the Association 
and of actually furthering the interest of better hospitalization. 

I am well aware that the subject of an official publication for the 
Association is not a new one or one that has not been given some thought, 
but if memory serves me rightly the matter came up in times of 
prosperity and in times of high cost of publishing and not at a time 
when the President of the United States and all others interested in our 
destiny were calling for closer co-operation and above all for honesty in 
our dealings with each other through the elimination of what General 
Hugh Johnson has designated as “‘chiselers.” The spirit of the times, the 
days ahead of us, and the many problems peculiar to hospitals all demand 
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that the Association have a strong, vigorous, and fearless monthly pub- 
lication by which we can advance our position, be of greater benefit to 
the other industries in the world, and give to the general public an 
unequaled service of hospitalization. Such a publication rightly and 
economically managed would be the dominant factor in carrying to a 
successful conclusion group hospitalization, community councils, the 
program of public relations, and by the revenue brought in by the ad- 
vertising carried in the magazine, make possible the establishment of a 
research department that would save each and every one of you many 
times the cost of membership. 

But again we are faced with the bugaboo of costs, money needed for 
embarking upon such a venture, and I feel that perhaps a few remarks 
upon costs of publishing, revenue that may be expected, rates to be 
charged, and other pertinent facts might have a place at this time. 

From the statistical department of the Associated Business Papers, an 
association of trade and professional publications, I have obtained the 
fact that the standard size publication which has a print order of 
approximately 5,000 copies must reckon a cost of $14 a page for the 
finished product ready for mailing. This does not include salaries, pro- 
motional expenses, or overhead. However, it should be pointed out that 
the Association publication would undoubtedly cost much less because 
there would be no salaries of $25,000 a year and upward to the pub- 
lisher, there would not be any additional overhead for office rent which 
in some cases amounts to approximately $10,000 a year, and there would 
be no cost of securing subscribers which varies with different publications 
but which amounts to a minimum of $1 per subscriber.2 No publication 
in these times or the future can hope to live with such enormous and 
unnecessary expenses even when high pressure methods of salesmanship 
and tricks are resorted to in order to inveigle the unsuspecting advertiser 
into its issues. A straightforward Association publication, published for 
the interests of its readers, adhering strictly to the best publishing ethics 
and with due regard to those honorable manufacturers and sales agents 
working in the hospital field but with the acceptance of their advertising 
based on the merits of the magazine alone, can live and prosper without 
outside help or without the bankers’ assistance. 

Tentatively it is logical to figure that such a publication could be 
issued with less than 50 pages of advertising and still show a profit and 
that this profit would be greatly increased with greater gains in adver- 


“To avoid any misunderstanding, I wish to state that my remarks do not 
apply to the present hospital journals nor has my previous connection with 
one of these journals anything to do with the matter. The remarks apply to 
nearly all large and well organized publishing concerns. 
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tising that are sure to come if the Association and its members put the 
magazine on a purely business basis and follow along the lines that have 
been laid down by the best types of publications now issued. 

It is not improbable to suppose that within a short time at the nominal 
charge of $100 a page and proportionate charges for halves and quarter 
pages, the Association publication would build up a hundred pages of 
advertising with a gross revenue annually of $120,000 and a conserva- 
tive net profit of from $40,000 to $50,000 a year. 

So if such a publication is started we have accomplished the two 
things, first, given to the field a magazine that will reflect the honest 
expression of the Association and its members and second, provided a 
fund of sufficient size by which a competent research department may 
be established. 

I consulted others in the hospital field before this paper was written 
to find out what their ideas might be regarding the benefits of such 
a move and received such answers as that “such a publication is neces- 
sary in order to promote the ideas and ideals of the Association,” that 
“such a publication is necessary in order to increase the membership in 
and a most interesting comment—that “such a pub- 


> 


the Association,’ 
lication would eventually make possible a reduction in institutional mem- 
bership dues and their probable elimination.” 

Such a publication must measure up to the ideals of present-day and 
future publishing. It must be readable, rather voluminous, well illus- 
trated, must have sound departments very much along the same lines 
as this Association meeting is divided into sections, it must have a com- 
petent editorial board which will actually aid in every way possible, it 
must have no racial, religious, or sectional prejudices either within the 
organization or in its editorial contents, it must present articles on 
construction but in proportion to the needs of the field rather than the 
number of potential advertisers of building materials. It must be a 
well balanced magazine so that each issue has articles of interest to large 
and small institutions and it must contain advertisements of those 
products that have been proved to be trustworthy and which will pass 
the closest scrutiny of the research department. All advertising accepted 
should be subject to the approval of the Association or its designees 
and it must keep abreast of the changing times. 

I am not going to go further into the subject of publishing but I 
would respectfully suggest that the incoming president of the American 
Hospital Association appoint a competent committee that will at once 
make a thorough study of the subject and that this committee be ready 
to report to the board of trustees, at its early winter meeting, its findings 
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so that, if they are favorable to an Association publication, it can be 
started with the January 1934 issue. I might further suggest that 
tentative solicitation be made among manufacturers serving the hospital 
field to the end that some idea may be gained as to whether support will 
be forthcoming and that the Association through this committee shall 
stand ready to appoint an advertising salesman in New York for the 
eastern territory and another salesman in Chicago for the western ter- 
ritory in the advent of a favorable report. 

If it is of any value to the Association I shall be pleased to put at 
its disposal without compensation either now or in the future such pub- 
lishing knowledge as I may have gained over a period of many years 
in this business, or to aid such a committee in ferreting out essential 
information regarding magazine publishing to the end that this great 
movement may be got under way now when it is so vitally needed and 
when it will mean so much to the hospital field. 
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Prepayment Plan Of Hospital Care 


J. F. KIMBALL 


Baylor University, Dallas, Texas 


HIS DISCUSSION is an informal attempt to make clear some of the 
points on which we most often receive inquiries; necessarily, there- 
fore, its structure is rambling rather than logical. 

The plan began when at my suggestion and invitation some 1,250 white 
teachers in the Dallas public schools undertook the experiment through 
the machinery of their teachers’ organizations. They knew but little of 
the details of the plan or the data underlying it, but were sure of my 
personal knowledge and understanding of their individual economic prob- 
lems, especially in times of sickness. 

The experiment began with this group on December 20, 1929. Nearly 
four years later, on September 1, 1933, a résumé of all experiences from 
the beginning up to that time was collated, showing the following data: 
On that date we had 9,400 subscribers, but we had with sedulous care 
held our group enrollment below 3,500 until March, 1933. In December, 
1932 and January, 1933 we had an epidemic of influenza, which showed 
us that we could safely carry a much larger list of subscribers in our 
group. By September 1, 1933, we had had in all on the rolls from the 
beginning of the plan 157,304 member months, and we had furnished 
hospitalization amounting to 20,590 patient days. These two data com- 
pared give us an occupancy ratio of .13, a rather high ratio affected by a 
“flu” epidemic, and by poor selection of some of the earlier groups. These 
20,590 patient days included 1,370 excess days paid for by the patient 
beyond the 21 days allowed, and represented 1,832 admissions, which 
meant an average patient stay in hospital of 11 days. The daily average 
net cash earning per hospital bed paid for by this prepayment plan during 
this period was approximately $4.25. These data cover nearly four years 
of experimentation and include a high degree of risk in varying health 
and weather conditions over a wide spread of time and can be regarded as 
thoroughly conservative. Of course no occupational or industrial hazards 
are involved. 

We have just made a similar study of the data from September 1, 1933 
to May 1, 1934, of our groups fully organized in routine operation during 
an eight months’ period of good general winter health conditions marked 
by no epidemic or outstanding seasonal disturbance of public health. 

Beginning with a membership list of 9,400 on September 1, 1933, we 
have increased to almost exactly 12,000 on May 1, 1934. During this time 
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the group hospitalization plan had 5,989 patient days of hospital service, 
291 days of which were an excess beyond the 21-day allowance. During the 
same time we had an aggregate of 76,766 member months, which gives 
us an occupancy ratio of .078. You observe, of course, that this ratio is 
considerably below the former one, and the contrast of the two ratios 
doubtless represents the range of difference you may expect growing out 
of varying conditions of public health in different years. This occupancy 
represents 681 admissions for an average of 9.8 days each. Twenty patients 
had a total excess of 291 days over the allowed 21 days of group hospitali- 
zation. Interpreting these data still further for those interested, if a 
hospital has a group membership of 10,000 subscribers, it may reasonably 
expect under good normal health conditions to have from its member- 
ship list usually in the house from 25 to 30 patients, and should expect 
each day from three to five admissions on the group plan, and six or seven 
on Friday and Saturday. 

On a membership of 50 cents per month, after deducting clerical and 
administrative costs chargeable to the operation of the plan, the hospital 
received during this eight months’ period an average earning of $6.50 
per day for each group hospitalization patient—a satisfactory earning 
which probably would not be maintained under less favorable general 
health conditions. 

An interesting by-product of the group hospitalization plan has been 
distinctly noticeable in recent months—namely, the effect on the daily 
level of the hospital’s occupancy over the week-end. Hitherto our expe- 
rience has led us to expect a sharp decline in the occupancy of the hospital 
at the week-ends. Among these employed people who have group hospi- 
talization and yet who wish to lose no time or a minimum of time from 
business and the payroll, we have observed a distinct tendency to come in 
for hospitalization on Friday afternoon for the week-end, or if a more 
serious condition is present the patient comes for a ten-day stay covering 
two week-ends. As a result there has been a leveling-up of the daily 


curve of occupancy. 


cwo =IN EVERY STATE of the Union where this plan is tried there sooner 

or later will arise the question of the relationship of the plan to 
insurance regulation. Many group hospitalization schemes are insurance 
and should be so regarded, but the plan is not necessarily insurance. 
Practically all plans that involve a group of hospitals or a sales inter- 
mediary have the elements of insurance inherent in them and should be 
under insurance regulation. Fly-by-night and promotional schemes are 
dangerous to hospitals and public and should be avoided. In any city, 
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the plan should be under the control and for the benefit of the hospitals 
and the hospital public, and in any plan it is highly desirable that all the 
general hospitals should share. If the hospitals do not have the general 
control of a group hospitalization situation, some casualty and health 
insurance organizations are none too good to “chisel” on both hospital and 
patient for the sake of greedy gain. 

In a group of hospitals on an insurance basis, there arises the additional 
problem of launching a reserve plan to carry on until volume is sufficient 
to give the law of averages scope in which to apply. In our own case, 
with 1,250 initial members and plenty of empty beds, we had no such 
problem. We just began and then kept books on our experience. 

At the outset we had very definitely in mind three considerations in the 
original draft of the plan. 

1. To sell hospital service only, keeping entirely free of any intru- 
sion into the field of medical service. 

2. To keep entirely away from the field of insurance. 

3. To keep entirely away from damage suits for failure of specific 
performance. 

We have avoided even the color of insurance in dealing with our 
groups. We have no individual application card or form, no individual 
receipt, nothing corresponding to an insurance policy. We do furnish an 
identification card for subscribers, showing name, home address, and 
telephone address in case of accident. Our plan uses a very simple clerical 
and accounting system. When a group of employees desires to join the 
plan, some one of their number is selected as group representative—some- 
times an employee, sometimes an official of the company. The list of 
members is made out in triplicate, one copy in the hands of the group 
representative, one copy with the clerk in the auditor’s office, who looks 
after the group rolls, and one copy in the admitting office of the hospital. 
Once a month the group representative sends in the money collected 
together with his roll showing who has paid, new members, and_ those 
dropped; the money is deposited in the Group Hospitalization account 
after being checked against the accompanying roll; the other two copies 
of the group roll are brought up to correspond with the representative’s 
roll, which is then mailed back to him until the following month. Patients 
in hospital have their bills credited like any other payment on patients’ 
bills, by tickets charged against the group hospitalization funds. So far 
as the actuarial risk is concerned, as affecting our ability to furnish the 
hospital care when needed, our 12,000 subscribers need only an average 
of four to seven admission reservations per day, a small item in a hospital 
our size. Many medical partnerships in the city are likely to send us more 


patients some days. 
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As mentioned above, one of the definite aims from the very inception 
of our plan was to sell hospital service only, to keep entirely free of any 
intrusion into the field of medical service. For this same reason we have 
steadily refused to accept groups from suburban towns lying outside the 
county. We are often asked concerning the attitude of our Dallas doctors 
toward the plan. Scores and scores of Dallas doctors are members of the 
plan, as are also their office employees. Furthermore, the group hospi- 
talization plan makes two very real contributions to the local doctor’s 
professional interests. In the first place it gets the patient’s hospital bill 
out of the way of the doctor’s personal collections, and in the recent 
months of financial stress this has been a very real help. Second, it makes 
hospital care possible when it is needed to supplement the doctor’s treat- 
ment at times and in cases where it would not otherwise be available. 
Our doctors are making a steadily increasing use of this fact. 

In this connection let me say that my judgment is clear that the group 
rate should be high enough to give an all-inclusive service when needed. 
The benefits should not leave a fringe of extras to be added necessarily in 
most hospital cases. For instance, the free hospital service should include 
the use of an oxygen tent when the doctor desires this service for a 
patient. The same is true of tetanus serum when indicated. It is true that 
the oxygen tent service is very expensive in any given case, but its fre- 
quency, even when free, is so comparatively low that the privilege of its 
use would cost but little when spread over the group. 


ox =Durine the last few months we have undertaken an added service 

for such of our group members as desire it—a plan for the hospi- 
talization of their families. We have not pushed its growth, desiring to 
study its possibilities and let it develop in response to inquiries rather 
than a selling campaign. However, it is spreading rapidly; we have 
nearly a thousand families in the plan. 

This family plan is entirely separate from the employed group plan, 
yet is only open to members of the groups, and all collections of subscrib- 
ers to the family plan are made through the group organization. In 
working out the family plan we gathered all the data we could find in 
the United States. 

Under the family plan we charge the employed man, in addition to his 
regular rate, $1 per month for his family, i.e., wife and dependent minor 
children. The rate is the same—$1 per month—irrespective of the number 
in the family, whether a wife only, or a wife and nine minor children. 
There is no time or number limit as to occupancy of the hospital by the 
wife and children. Membership in the family group gives free use of the 
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operating room, anesthesias, medicines, dressings, and all the usual hospital 
service and one-half the bed charge, the patient paying half the bed or 
room charge, whether in a ward or in the most expensive private room. 
By this scheme the hospitalization benefits take care of all the variables 
and uncertainties of the patient, and the patient is able by choosing his 
bed accommodations to fix with certainty the daily cost of his hospital 
care. 


oo To ILLusTRATE the working of the plan, Mrs. John Doe or one of 

her children enters the hospital for an appendix operation and leaves 
after 10 days’ stay. Under the usual plan her hospital bill other than 
room accommodations would run about as follows: 


OPCEATAS ROOM se 03) tec; s 3 are Sas eee Alacer eee ss $ 17.00 
IAGESERCHIO oo hl oe awed enw dbo ik ss oe OO 
Laboratory ests... hea sees Wars 3.00 
DEUS 2 en senetet pisces! bake 5.00 
Surgical dressings sh oe boa tea . Fase 
Miscellaneous items......................-.. 10.00 
$ 54.50 
Room accommodations: 
From $30.00 to Mite 2 05% povot Res SSROOO0 
Total bill: 
Rams trom: $84-90Nt0. «oie gosh ewes cain keen gees $154.50 


The above six items, totalling $54.50, will be absorbed by the Family 
Group Plan; in addition, the Family Group Plan would absorb one-half 
the cost of her room accommodations during her stay. These room 
accommodations vary from $3 to $10 per day, selection being made by 
the patient; so the patient would pay for the 10 days’ stay a sum varying 
from $15 to $50, according to the room accommodation she chose. 

You can see that one of the factors in working out cost ratios was the 
average size of the Dallas family. From the data we could secure, we 
estimated the family as 2.4 persons besides the father. A recent check of 
our family groups covering several hundred families gave an average of 
2.1, a more conservative figure than we had estimated. 

All the statistics we have been able to work out show a distinctly 
higher rate of sickness for women than men, even when such factors as 
age and employment are the same. Some studies seem to show that the 
ratio is twice as high for women as for men under similar conditions 
socially and economically. Another factor whose influence is tangible and 
recognizable, but which we have not been able to evaluate at all defi- 
nitely, is the element of leisure and its influence on hospital occupancy. 
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You will observe in our family plan that the identical monthly rate 
for families of every size together with the factor of paying a certain 
sum for each day of occupancy brings about an identity of burden of 
hospital occupancy during sickness as between patient and hospital which 
tends automatically to keep down malingering or abuse of privilege. 

We are often asked our experience as to size of groups found acceptable 
and of initial groups in large business organizations. We do not accept 
groups of less than 10 subscribers except in very rare cases where there 
is an office with a small force which has no ulterior motive in seeking 
hospitalization. The trouble with the small group is that, no matter how 
safe as risks its membership may be, the cost of collection is relatively so 
much higher. We have never set any minimum percentage of the eligi- 
ble personnel of an organization as a group. In other words, if an office 
had 200 employees in it, we would be perfectly willing to start a 
group in that organization with 15 or 20 people. Our experience with 
developing groups, especially among large organizations like banks, depart- 
ment stores, etc., has been that we begin with a group of 15 or 20 
interested people who are fairly good risks. Sooner or later some member 
of this group comes into the hospital and goes out singing the praises of 
the plan; with almost equal certainty there will be some other member 
of the organization who was asked to join and did not who will have to 
come to the hospital and will be faced with a considerable hospital bill. 
We try to gather these facts together and see that they become widely 
known among their fellow employees. In other words, we are having a 
steady accretion all the time from among the fellow employees of our 
more than 300 groups. We have never advised any minimum percent- 
age of an organization as a prerequisite for undertaking a group. We 
are willing to start almost any group in almost any business organiza- 
tion with 15 or 20 members, and then depend on the natural course of 
events to enlarge the circle. Of course, the best plan is a salary deduction 
plan for all the employed personnel in an organization. 

Our experience makes us believe that the most valuable by-products of 
the group plan are twofold: (1) the freedom from worry and care that 
it gives the patient, thus favoring recovery, and (2) the very high value 
to the hospital of the attitude found among the satisfied patients going 
out with their bills paid, free of further worry in regard thereto. Group 
hospitalization is a most valuable publicity agent for building good will 
and friendly interest toward the hospital among all its thousands of 


subscribers. 
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How to Organize a 
Group Hospitalization Plan 
C. RuFus Rorem, PHD., C.P.A. 


Consultant on Group Hospitalization 
American Hospital Association 


ROUP HOSPITALIZATION has grown rapidly during the past year, 
both in number of plans and number of subscribers. At present, 
more than 40 plans are in operation, upwards of 100 hospitals are 

receiving patients, and approximately 80,000 subscribers are entitled to 
benefits. The idea of group budgeting for hospital care is under dis- 
cussion in many cities, and each day’s mail brings inquiries to the Ameri- 
can Hospital Association concerning the theory and practice of group 
hospitalization. 

Many individuals and groups also are asking for specific suggestions 
as how to organize and conduct a group hospitalization plan. To meet 
this demand, the writer, as Consultant on Group Hospitalization for the 
Council on Community Relations and Administrative Practice, has pre- 
pared a special pamphlet suggesting both the steps in organizing and the 
characteristics of a desirable plan. This pamphlet, Group Budgeting for 
Hospital Care, may be secured from the offices of the American Hospital 
Association. It describes specific plans now in operation and includes 
exhibits of hospital service agreements which have been successfully used 
in various communities. The following paragraphs summarize some of 
the material described in the pamphlet. 


Steps in Organizing Group Hospitalization Plans 

Preliminary discussion of the idea of group hospitalization usually will 
begin among a small group of such interested persons as hospital 
superintendents, business men, officers of employees’ associations, medical 
practitioners, or officers of civic agencies. The points discussed will in- 
clude the advantages and limitations of group budgeting for hospital care 
from the point of view of the subscribers, hospitals, medical staffs, em- 
ployers, and the general public. The data and experiences of other group 
hospitalization plans should be utilized in considering the feasibility and 
form of a plan for the community or group contemplating such action. 
It must be remembered that the primary purpose of group hospitalization 
is not to finance hospitals, but to enable individuals to budget hospital 
care. 

The next step is general discussion of group budgeting for hospital 
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care among civic agencies, professional groups, hospital boards of trustees, 
and other potential subscribers or supporters of the plan. Publicity should 
be given to the “idea” rather than to a specific plan or specific hospitals. 
Speakers and discussion leaders should, of course, be familiar with the 
detailed experiences in other communities. The point of view of the 
potential subscriber should be kept in the foreground in planning the 
program of group hospitalization. 

Next is the formation of a “plan of organization” committee. This 
committee should include representatives of all interested groups or 
agencies, and should prepare a tentative plan and form of procedure for 
group hospitalization. This tentative plan should then be revised on the 
basis of criticism and suggestions by technical experts in appropriate 
fields. Where the subscribers are to be limited to a certain group, such 
as the employees of an enterprise or members of a labor union or fraternal 
order, it is sufficient that all groups among the potential subscribers be 
represented on the committee. 

Work continues with the formation of a hospital service association, 
officers of which are authorized to begin activity. At this point, the 
work of organization requires more than “volunteer” services, and work- 
ing capital should be obtained through contributions or loans to finance 
the preliminary expense until the association becomes a going concern. 

The preliminary expenses involve the costs of organization, printing 
of forms, contracts, and descriptive literature, establishment of contacts 
with groups of potential subscribers, salaries to field representatives and 
office employees, etc. The amount of working capital necessary to assure 
payment of preliminary expenses would vary according to the nature and 
scope of the benefits and the method and rapidity of organizing the work. 
The amount may vary from as little as $500 to as much as $15,000, de- 
pending upon whether an intensive campaign is carried on, and whether 
the association assumes direct responsibility for payments to hospitals. 

In some states, group hospital care associations must establish cash re- 
serves under the supervision of the department of insurance, and must 


> 


be organized as “insurance companies.” In such cases, legal counsel should 
be enlisted and the co-operation of state insurance and public welfare 
departments utilized in completing the plans. 

The gains to subscribers and participating hospitals are such that work- 
ing capital should be supplied on a non-profit basis, or loaned by indi- 
viduals or agencies which do not expect a private profit from the in- 
vestment. That is, private promoters should not be allowed to finance 
or assume fiscal responsibility for the affairs of the non-profit corpora- 
tion. The details of the group hospitalization plan which should be 
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determined before it is placed in operation are: the annual rates, the 
clig:ble subscribers, the scope of benefits, the bases and rates of remunera- 
tion, participating hospitals and employees of the hospital care association, 
procedures for collection of subscriptions, approval of subscribers for 
service, etc. 

The problem of enrolling subscribers in small towns or rural com- 
munities and collecting subscriptions presents special difficulties inasmuch 
as there are usually few or no large employed groups of potential sub- 
scribers. The principle of the payroll deduction by the employer usually 
cannot be employed to advantage. Often, however, there is but one 
local general hospital in such communities, hence the problem of appor- 
tioning payments among hospitals does not arise. 

In small cities the services of existing organizations may sometimes be 
utilized, such as churches, lodges, and women’s auxiliaries. Such agencies 
are in a position to provide important volunteer services for enrolling in- 
dividual subscribers and families. Likewise they may in some cases con- 
stitute groups of subscribers for enrollment in the plan. 

In the collection of subscriptions, the small city offers a special prob- 
lem. Volunteer workers may help to some extent, and it may be feasible 
to employ persons to make the collections by personal calls upon sub- 
scribers. In such instances, it is more economical for subscribers to 
make their payments on a semi-annual or annual basis. 

Where local groups join as a body, the subscriptions may be paid in 
one amount directly to the hospital care association or as part of the 
dues in some other organization. 


Characteristics of a Model Plan of Group Hospitalization 

The following characteristics of a group hospitalization plan are set 
forth as desirable features from the points of view of public welfare and 
hospital support: 

1. Non-profit sponsorship and control. 

2. Provision of initial working capital and establishment of “reserve 
fund” from contributions or loans, rather than from accumulation of 
subscriptions. 

3. Lowest possible annual subscription rates. A low annual rate is 
desirable even if it requires limiting the subscribers’ benefits to the use of 
the lower-priced hospital accommodations. 

4. Widest possible coverage as to types of subscribers. Plans should 
ultimately be adopted for membership by employees and families: (large 
groups, small groups, individuals, women, children, unemployed depend- 
ents). 

§. Greatest possible coverage as to special diagnostic and treatment 
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services. It is in the interests of the public to include such benefits as 
operating room, laboratory, x-ray, electrocardiography, basal metabolism 
tests, physiotherapy, medicines, etc. Substantial discounts may well be 
allowed on services required beyond those provided without extra charge. 

6. Minimum of exclusions as to cases accepted for hospitalization. Ex- 
clusions should be dictated by facts as to other coverage, such as work- 
men’s compensation, or governmental provision for mental, tuberculosis, 
or communicable cases. Subscription rates may well include services for 
maternity cases, without extra charge, or at discounts from regular rates. 

7. Free choice of hospital service should be available in all hospitals of 
standing in the community, and to some degree in other communities. 

8. Adequate payments to group hospitalization employees, on a basis 
which will not jeopardize quality of service. 

9. A uniform schedule for remunerating hospitals, for the same types 
and classes of service. This may be accomplished by (1) an all-inclusive 
“day rate”; (2) a schedule for each type of service, such as board and 
room, operating room, laboratory, x-ray, etc. The maximum liability of 
the association for any one case or subscriber during a 12-months’ period 
should be stated in the agreements. 

10. Admission for hospital care only upon recommendation of a medical 
practitioner and treatment only while under his care. 

11. Definite statement as to liability of participating hospitals or the 
hospital service association when “specific performance” of service is 
impossible. 

12. Compliance with existing state legislation covering hospital service 


associations and insurance companies. 
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Food Service in the Hospital 


S. MARGARET GILLAM 


Director, Department of Nutrition 
New York Hospital, New York City 


OSPITAL FOOD SERVICE depends to such a great extent upon the 
kind of institution as to the service to be rendered, the structural 
lay-out, and type of organization planned for the food depart- 

ment, that any discussion, to be pertinent to the problems, must be very 
general. 

Efficient lay-out of the food department is most important for good 
food service and economical operation. More and more managers of 
food departments in hospitals are being consulted by architects regarding 
kitchen and service unit plans. Money could be saved by hospitals 
if the person who knows food routing could follow through with 
the plans. The food manager, knowing the best arrangement to cut 
employment to a minimum, could effect a tremendous saving. However, 
in structure the hospital is most complicated and the food department 
can only expect to share equally in the economical arrangement of the 
various and intricate services. Dining rooms or ward diet kitchens far 
from the center of preparation will be expensive to operate and problems 
in securing satisfactory service will be created. 

To consider the department apart from its lay-out what points will be 
most helpful to discuss today? If we follow the food on its journey I 
believe we will more logically approach our subject. 

Menu-making is more of a responsibility than is often realized and the 
ability to make excellent menus is a prerequisite of every successful food 
manager. This ability seems to be inherent but it can be improved by 
experience and study, and an alert interest in how your efforts are received 
by your patronage. Constant searching for new ideas is most important 
in an institution with the same personnel over a long period of time. 
Menus always reflect the degree of enthusiasm of the creator. Unlimited 
cost does not mean good menus and without the cost factor there would 
not be quite the thrill that doing much on little sometimes gives. 

Automatically the dietitian knows how to make scientific menus, but 
how shall she balance her costs? Each item in the menu should be 
reduced to a portion cost which gives the desired control before it is too 
late. The daily cost need not then exceed the budget for the particular 
institution. Also it provides an opportunity to pass into the realm of a 
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luxury for variety. It is the unusual happening that attracts attention 
and makes too inexpensive meals soon forgotten. 

Food purchasing is no doubt carried on in as many ways as we have 
hospitals. The dietitian, when the purchaser, can no doubt see many 
sides to the suitability and economy of a purchase. She must thoroughly 
study the products and the use to which they are to be put. With the 
market prices varying as they have been, the purchaser has a real task in 
making quick changes but much can be saved by this extra effort. The 
dietitian who translates each quotation to a serving portion cost has no 
difficulty in living within a budget. 

Standard specifications, developed after considerable experience, shou'd 
be drawn up for making purchases. After a standard for purchase has 
been decided upon, the serving portions obtainable should be recorded 
and changed from time to time as required through seasonal variations. 
Employees enjoy the responsibility of assisting in work of this type. 
Vegetable workers like to keep you informed as to the number of quarts 
of peas shelled from a hamper or the number of serving portions obtained 
from a crate of cauliflower. 

At the beginning this work may be assigned members of the staff as 
committee work. Serving portions also must be standardized which may 
vary with different groups being served in the hospital. This standardiza- 
tion alone will result in large savings in the food department. This 
information, on standard portions, may be grouped according to the 
various classes of food and put on sheets mimeographed for distribution. 
The space for cost is left blank and this can be filled in each week or two 
and given out to various members of the staff or serving unit heads so 
that they may calculate the portion costs. This has an educational value, 
since the economy in obtaining a standard number of servings from a 
steam table container is realized. 

A “Canned Goods Record Book” is very helpful if frequent buying of 
these items is the method used. As samples are tested information is 
recorded, such as firm, brand, size of can, cost of can, servings per can, 
cost per serving, liquid measure, weight of solids, count and size, color, 
flavor, degree syrup, date tested, and remarks to sum up opinion of 
product. 

As quotations come in from month to month this book is the ready 
reference to give comparative information on the product. It gives the 
details concerning the quality over a period of time at least. 

Samples sent in can be tested immediately and the information recorded 
and an estimate of the product made for future reference. 

For made dishes standard recipes are necessary to obtain costs. It does 
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seem that it would be very desirable if a hospital might have a testing 
laboratory to try out recipes and products before putting them into 
actual use. 

There are two methods that might be suggested in order to have this 
visual information of portion costs as a ready reference to the menu- 
maker—the kardex wall charts which are hung near the dietitian’s desk 
or the drawer type kardex file. 

The selective menu for personnel and patients has been in greater use 
recently in the hospital. The consensus seems to be that it reduces food 
waste and promotes satisfaction. The pay cafeteria for personnel is being 
established gradually in more of our hospitals. The Massachusetts Gen- 
eral Hospital has recently opened a cafeteria of this type for the office 
and clerical workers and attending doctors. It is being received with 
considerable enthusiasm. 


cx SPECIAL DIET service to patients has probably undergone more 

changes than any other aspect of hospital food service. There has 
been a trend for a number of years toward making the special diet a 
variation of the normal and this has resulted in a change in the use of 
special diet kitchens. General kitchens have seemed to take over with no 
difficulty the preparation of foods for special diets, including the diabetic 
diets. This system is only possible with adequate dietary supervision on 
the floors, and personal contact between the dietitian and the patient is 
being found more and more necessary in the hospital in the care of both 
ward and private patients. Centralization of the preparation of nourish- 
ments would seem more economical of time than when the nurse prepares 
these in the ward pantries. 


A superintendent of nurses stated recently that she felt that the student 
nurse would receive more effective training were she to spend her time 
on the wards with the patients, planning the special diets as a variation 
of the normal, and contacting her patient, rather than to work in a 
remote diet kitchen. She felt that this type of experience would coincide 
more nearly with the work of the private duty nurse in the home where 
she is given the family menu and plans for her patient, using it as her 
basis for her patient’s diet. 

With dietitians on the wards food waste is reduced, the patient’s likes 
and dislikes are considered, and the patient is thought of as an individual 
and not in terms of a diet type. Dissatisfaction or misunderstandings 
can be taken care of before another meal is served. Instruction of the 
patient may be a gradual process rather than a printed sheet and a hasty 
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explanation at a time when the patient can think of little else except that 
he has been discharged and he is going home. 

Food waste will always be a subject creating considerable discus- 
sion. In many hospitals there is a routine procedure for the weighing 
and inspection of food waste. Whether over the years this has reaped 
the benefits that the labor in the process would warrant is rather ques- 
tionable. If waste is to be weighed the edible and inedible should be 
separated and after the per capita edible waste is known, if large, some 
publicity measures should be carried out to effect an improvement. 

A discussion of food would not be complete without reference to food 
cost accounting. The Modern Hospital from time to time publishes arti- 
cles on this subject showing hospital food accounting methods. No twa 
hospitals handle this in the same manner. Some obtain their costs on the 
purchases and their meal census on the patient days and the estimated 

ersonnel. Other hospitals obtain very detailed cost, pricing requisitions, 
and charging the cost of prepared foods to the various units and taking 
an actual count of patients and personnel served. 

Efficiency in the operation of the department depends upon the con- 
trol of supplies. A complete inventory of food supplies should be taken 
daily. Food orders should be for exact requirements and here, never, 
should guess-work enter in. It is the real opportunity to save money. 
There should be continued control of supplies within the unit, including 
immediate and satisfactory planning for the use of leftovers. Equip- 
ment inventories are just as valuable as food inventories and should be 
set up as definite routines in the department. 

Efficiency in the use of labor comes with the making of schedules of 
the employee’s work each hour in the day—it is the greatest assurance 
that the work is being done and that the employee is doing it in the mini- 
mum time. 

In fifteen minutes the many and varied problems that affect food 
service can only be touched upon. The real value of this meeting will 
follow in the discussion of problems which are of interest to each one of 


you. 
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The Board of Regents of the American 
College of Surgeons Approves the 
Report of the Medical Service Board 


HE HOSPITAL FIELD will be greatly interested in the report of the 
Medical Service Board of the American College of Surgeons. The 
adoption of this report marks a substantial advance in the solution 
of many of the problems affecting the medical profession and hospitals 
and places procedures apparently made necessary through the changing 
economic conditions upon the highest possible plane. 
The American Hospital Association is in consonance with the general 
principles which the report outlines. 


Report of Medical Service Board of the 
American College of Surgeons 
(June 10, 1934) 


The Medical Service Board of the American College of Surgeons re- 

spectfully submits the following report to the Board of Regents: 

1. The American College of Surgeons affirms its interest and its desire 
to co-operate with other agencies looking toward the provision of 
more adequate medical service to the whole community. 

2. The College believes that it is the duty of the medical profession 
to assume leadership in this movement and to take control of all 
measures directed to this end. 

3. Encouragement should be given to the trial of new methods of 
practice designed to meet these needs, and a careful evaluation of 
their success should be the duty of all the medical profession before 
they are offered for general adoption. All such new and experi- 
mental methods of practice must be conducted strictly in accord- 
ance with the accepted code of ethics of the medical profession in 
order that the interests of the patient and of the community may 
be protected. 

4. The College recognizes for immediate study four groups of the 
population for whom more adequate medical service should be made 
available, as follows: 

a) The indigent 

b) The uneducated and credulous members of the community 

c) Those who because of limited resources are unable, unaided, 
to meet the costs of serious illness and hospitalization 

d) Those living in remote districts where adequate medical serv- 
ice is not obtainable. 
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§. The care of the indigent sick should be a direct obligation upon 
the community and (unless otherwise compensated by intangible 
benefits such as staff and teaching appointments, opportunity, and 
experience) physicians fulfilling this public service should receive 
remuneration. 

6. The College should work in co-operation with other medical groups 
in order to dispel the ignorance and credulity of the public, and to 
bring the people to a proper realization of the protective and cura- 
tive resources of modern medicine. 

7. The American College of Surgeons recognizes that the periodic pre- 
payment plan providing for the costs of medical care of illness and 
injury of individuals and of families of moderate means offers a 
reasonable expectation of providing them with more effective 
methods of securing adequate medical service. 


A number of different plans for the organization of such services 
have been proposed, although few have been in operation long 
enough to permit definite conclusions in regard to their success. It 
is to be desired that these experiments be continued. Conditions 
differ to such a degree in different parts of the country that a spe- 
cific plan which is practicable in one place may require modification 
of details in other communities. The varying restrictions imposed 
by present insurance laws in different states further complicate the 
problem. 

Periodic prepayment plans providing for the costs of medical 
service may be divided into two classes: 

A. Payment for medical service. 
B. Payment for hospitalization. 

It is suggested that plans for the payment of hospitalization alone 
(Class B) without provision for payment for medical service, may 
be considered the first project to be undertaken in the average 
community. 

The American College of Surgeons believes that certain general 
principles can and should be established, the observance of which 
will tend to obviate known difficulties and dangers which may 
threaten the success of these special forms of medical service. These 
principles are as follows: 

a) Periodic prepayment plans for medical service should be free 
from the intervention of commercial intermediary organiza- 
tions operating for profit. After deduction of the clerical 
costs of operation of the fund and such accumulation of 
reserve as may be advisable in the interest of the contributors 
or may be legally imposed, the full amount paid by the con- 
tributors should be available for medical and hospital services. 

b) In the interest of the patient, the organization of plans for 
the periodic payment of medical and hospital costs must be 
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under the control of the medical profession. The medical 
profession must act in concert with the hospitals and such 
other allied services as may be involved in the individual 
project, together with a group of citizens representative of 
the whole community and of industry who are interested in 
the successful operation of the plan. 

c) The principle of free choice of the physician and hospital by 
the patient must be assured to the end that the responsibility 
of the individual physician to the individual patient shall 
always be maintained. When hospitalization is required, this 
choice must of necessity be limited to the physicians and 
surgeons who hold appointments on the staffs of the hos- 
pitals participating in the plan or to those physicians and 
surgeons who are acceptable to the hospital. It is further 
recommended that only approved hospitals be admitted to 
participation in such a plan. 

d) The compensation of the physician and of the hospital should 
be estimated with due regard to the resources available in 
the periodic payment fund and should be based upon the 
specific services rendered. 

c) The organization and operation of any plan of this type must 
be free from any features not in accordance with the code 
of ethics of the medical profession, which code has been es- 
tablished for the protection of the patient. 

f) The medical organizations participating in such a plan must 
assume the responsibility for the quality of service rendered. 


8. Periodic pre-payment plans for medical and hospital service should 
eliminate many of the conditions which have brought about the 
development of industrial contract practice. Until such plans have 
been more widely established certain general principles are here 
formulated with a view to the elimination of the commercial 
features of such forms of medical service. 

a) The Minimum Standard for Industrial Medicine and Trau- 
matic Surgery of the American College of Surgeons should 
be accepted. This Standard is as follows: 


MINIMUM STANDARD FOR INDUSTRIAL MEDICINE 
AND TRAUMATIC SURGERY 


1. That the industry shall have an organized medical department, or 
service, with competent medical staff including consultants and 
adequate emergency dispensary and _ hospital facilities and 
personnel to assure efficient care of the ill and injured. 

2. That membership on the medical staff shall be restricted to physi- 
cians and surgeons who are (a) graduates of scientific medicine 
holding the degree of Doctor of Medicine, in good standing and 
licensed to practice in their respective states or provinces; (b) com- 
petent in the field of industrial medicine and traumatic surgery; 
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(c) worthy in character and in matters of professional ethics, that 
in the latter connection, the practice of the division of fees under 
any guise whatsoever be prohibited. 

3. That there shall be a system of accurate and complete records filed 
in an accessible manner—a complete record being one which in- 
cludes identification data; cause of illness or injury; nature and 
extent of illness or injury; detailed description of physical findings; 
special examinations such as consultations, clinical laboratory and 
X-ray; tentative or provisional diagnosis; treatment; prognosis with 
estimated period of disability; progress of illness or injury; final 
diagnosis; condition on discharge; end results; and such additional 
information as may be required by statute for Workmen’s Compen- 
sation claims or for other purposes. 

4. That all patients requiring hospitalization shall be sent to institu- 
tions approved by the American College of Surgeons. 

§. That the medical department shall have general supervision over 
the sanitation of the plant and the health of all employees. 

b) Physicians and surgeons, qualified as in paragraph 2 of the 
above Minimum Standard may properly be employed on a 
full-time or a part-time basis by industrial organizations to 
provide medical and surgical service for their employees, as 
follows: 

i. To provide emergency service and first aid in injury 
or disease, and to provide adequate medical or surgical 
care for industrial injuries and diseases. Medical and 
surgical care of the families of employees, and of em- 
ployees themselves, except for emergency and industrial 
injuries and diseases, should be provided by the indus- 
trial physician only in remote districts where other 
adequate medical service is not available. 

ii. To provide pre-employment and periodic physical ex- 
aminations. 

iii. To study the hazards of the particular industry and 
to co-operate with other agencies in effecting such meas- 
ures as may be needed for the prevention of injury and 
disease. 

iv. To keep accurate records such as may be required by 
local Workmen’s Compensation laws, and so complete 
as to serve for scientific investigation of industrial 
hazards with a view to their further prevention. These 
records are privileged communications, subject always 
to due process of law. 

c) The sale of a contract by an industrial organization to an 
individual physician or group of physicians for medical 
and/or hospital service for its employees encourages commer- 
cial competition and is to be condemned. 

d) Unethical practices in publicity, advertising, solicitation, and 
competition, either of a professional or of a financial nature, 
must be eliminated. 
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e) The accepted code of ethics of the medical profession, which 
is designed to protect the best interests of the patient, should 
apply to industrial medical service as to all other forms of 
medical practice. 
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The Organization of Hospitals 
For Community Action 


Homer WICKENDEN 
General Director, United Hospital Fund of New York 


O COMMUNITY can expect to have a hospital service that meets its 
needs unless its hospitals have a central organization. An organi- 
zation that performs the services which a trade association per- 

forms for indt.ry is as necessary in the hospital field as it is in business; 
without it no planned economy is possible—and a planned economy for 
hospitals is easier of achievement than it is in industry or agriculture 
because the profit motive does not enter in. 

No community can be intelligent about the services or deficiencies of 
its hospitals without a group which makes itself responsible for the study 
of these things. No community can know what its total hospital budget 
is, or ought to be, without some central financial accounting. Every 
community needs its hospital “brain trust.” 

From the standpoint of the individual hospital neither administrators 
nor boards of trustees can do their job intelligently if they do not have 
the means of knowing how they fit into the community picture. Both 
the community and the hospital should look to the hospital council, or 
central organization, for statistical information about hospitals, for pub- 
licity and public education, for legislative action and a fight against the 
encroachment of taxation, for contact with the Government on its re- 
sponsibility for hospital care, for financial help such as money-raising, 
or the organization of a group payment plan, for central purchasing, 
and for a liaison with the medical profession and social agencies. 

Steps for setting up standards by which to improve hospital adminis- 
tration, to develop uniform accounting, to improve medical care, to 
better laboratory service, to improve social service, should be taken by 
hospitals through their community-wide organizations. Experience indi- 
cates that such an organization functions best when it renders some 
service of a financial nature for its member hospitals. 

If you will look at the hospital councils in this country which are 
doing the most progressive work, you will find they are the ones that 
are tied up in some way with the financial service to the hospitals. The 
Cleveland Council is tied up with the Cleveland Community Fund, of 
which it is a part. The Louisville Hospital Council is tied up with the 
Community Chest, and the hospitalization plan which the Newark, New 
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Jersey hospitals have developed is a financial service. Experience indi- 
cates, therefore, that such organizations function best when they render 
some service of a financial nature for their members. 


coo I HAVE BEEN ASKED to discuss with you the activities of the United 

Hospital Fund of New York as illustrating the kind of thing that 
hospitals can do when they are organized for community action. If 
some of the activities of the Fund prove suggestive to you of things 
which can be done in your own communities my appearance here may 
be worth while. But let me hasten to say that I do not present them as 
in any way complete or ideal. There are hospital councils which have 
done more than the United Hospital Fund in the way of community 
organization but even they would agree that the complete or ideal hospital 
council is yet to be found. 


It may be well to review historically our situation in New York in 
order to put the activities of the Fund in their proper setting. The 
Fund was organized some 54 years ago to secure benevolent gifts for its 
member hospitals and to co-ordinate and extend their work, although 
little was done in the field of co-ordination until after the World War. 
Every year since its establishment the Fund has raised money to help the 
hospitals meet the cost of their free service. At the present time there 
are 56 member hospitals. The Fund has a staff of 16 people and a total 
budget of $65,000. It has an endowment of $1,250,000. 


Each hospital is represented on the corporate body of the Fund by a 
trustee. The public is also represented on the corporation by 48 
members-at-large, by the Mayor, the Commissioner of Hospitals, and a 
few others ex officio. Of the 50 trustees of the Fund chosen by the cor- 
poration about half represent hospitals and half the public. In general, 
then, the Fund is a trustees’ and laymen’s organization rather than a 
superintendents’ group. There are organizations of superintendents but 
they have no official connection with the trustees’ group, although there 
should be an official tie-up. 


The Fund is not in a strict sense a hospital community chest. It has 
never undertaken to pool the money-raising efforts of all the hospitals 
and raise enough to meet all of their deficits; it merely helps to meet the 
cost of free service to ward and dispensary patients and its money is 
apportioned on the basis of the free service given them. However, there 
are evidences now that the hospitals may be willing to pool all their 
efforts for a big campaign. 


Just this week our Executive Committee has taken under consideration 
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the question of whether we will have a campaign of three to five million 
dollars next fall. 

The annual appeals since the War have brought in from a half million 
to a million dollars. Some campaigns have been carried on by personal 
solicitation, but most of them have been by mail. It has not seemed 
practical in New York City to have a personal solicitation campaign 
every year. For cities smaller than New York we do not recommend the 
mail appeal, but for New York it seems impossible to avoid it. 

You may be interested in financial help for your hospitals (and we 
shall discuss this later in this paper), but there are certain by-products of 
this money-raising work which are very valuable, almost as valuable as 
the money itself. Because the Fund must have accurate information 
upon which to base its distribution, it requires a detailed annual statement 
from its member hospitals. We therefore have basic information about 
the operations of 56 hospitals for comparative study. Because of the 
need for adequate information covering the whole community, the Fund 
established 10 years ago its Hospital Information and Service Bureau and 
allots to it a budget of $16,000 a year. ‘This bureau has become the 
principal source of hospital information in the city. It gathers the facts 
concerning our 240 hospitals—municipal, voluntary, and proprietary. It 
formerly made all the local hospital inspections for the American College 
of Surgeons. 


This bureau is constantly making studies of different phases of the 
hospital situation. For the past year and a half it has issued a monthly 
index of hospital occupancy covering 90 voluntary hospitals. This has 
given us definite knowledge of the volume of service in each of these 
institutions. It has shown that the private rooms were about 30% 
occupied while the wards ranged from 70% to 80%. It takes half of a 
month’s work on the part of a clerk to get in the figures, work out the 
percentages, and tabulate them. But judging from the value placed on 
the figures by the hospitals we think the expenditure is warranted. 
Other material prepared by the Hospital Information and Service Bureau 
recently has been studies of the ratio of employees to hospital beds and 
to patients, the classification of employees of each hospital by depart- 
ments (so you will know how many porters there are, how many people 
it takes to operate the laundry, how many people there are in the house- 
keeping department—we did this for Brooklyn only), a study of the 
rates charged for x-ray, laboratory, metabolism, and cystoscopy, a study 
of wage rates for various classes of empleyees, food costs, dispensary costs, 
dispensary admission charges, etc. The Information Bureau also gives 
advice and help to hospital patients and their families. It has a special 
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convalescence service to facilitate the discharge of patients from hospitals. 
We have 70 convalescent homes around New York City and our 
convalescence service acts as a clearing house for those homes. 


cows I WOULD LIKE to emphasize the importance of the material and in- 

formation which the Bureau gathers for hospital presidents and 
trustees. Hospital presidents frequently come in seeking advice, some- 
times about their own institutions and sometimes about the work of 
others. Within the last month a president asked for special advice con- 
cerning the location of a new hospital building which is to be erected. 
Another president asked for a survey to determine whether or not his 
hospital should close. Two other presidents came for advice on the 
reduction of expenses. 

Our Bureau is now working with the Public Health Relations Com- 
mittee of the New York Academy of Medicine in the preparation of a 
series of questionnaires which when answered, probably through personal 
interviews with Dr. Conover, will give us definite information of a 
comparable nature covering all phases of hospital service. Perhaps the 
first field that will be studied will be the laboratories of the hospitals. 

With this questionnaire, prepared by the doctors of the Academy of 
Medicine, we expect to go out to the hospitals and find out how much 
laboratory service they have, the training of the people who work in the 
laboratories, who issue the reports on the examinations, the specimens 
which are examined, just how the whole thing is organized, who super- 
vises it, and so forth. By getting comparative information of that sort 
for 56 hospitals you can see we shall have something with which to help 
work out standards for laboratory service. 

As a result of the study we hope to be able to work out standards for 
laboratory personnel, organization, and service which any hospital can 
follow. Then we hope to make similar surveys of nursing, delivery, and 
maternity service, eye and ear service, x-ray service, etc. All this may 
take several years but it can be of infinite value to superintendents, 
trustees, and staffs. 

Another phase of the work of the Fund has been in the field of ac- 
counting. For the last four years we have had an informal organization 
known as the New York Conference on Hospital Accounting for the 
purpose of studying the accounting situation and developing a uniform 
system of accounts. Because there is no system of state aid for hospitals 
in New York, no system of accounting has been laid down by our State 
Department of Social Welfare for all hospitals to follow. Neither had 
the United Hospital Fund, although requiring annual reports, ever estab- 
lished a system of accounting for its hospitals. How to do this for 
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hospitals of 1,000 beds and those of 50 beds, for general hospitals and 
special hospitals, how to develop a costing system satisfactory for United 
Hospital Fund purposes, and how to develop comparable statistics and 
reports between hospitals were difficult questions. 

We knew that the state of Pennsylvania had a good system, but we 
couldn’t tell the hospitals they had to use that or any other system. 
Whatever we adopted had to come through a process of evolution over 
several years. The accountants from 100 hospitals, and some superin- 
tendents, were invited to join in committee discussions of various aspects 
of the problem. The committees met for a year and a half before we 
tried to crystallize our conclusions. An expert accountant of wide 
institutional and business experience then took all the material and 
drafted the recommendations. These recommendations were submitted 
in preliminary form for frank criticism to the superintendents and to all 
the hospitals, to the 30 public accounting firms which audit their books, 
and a number of people throughout the country who had wrestled with 
hospital accounting. After their comments were received the report was 
revised and published. Now the hospitals are actually installing the 
system and many seem very much pleased with it. Certainly the hospitals 
and the Fund will in the future have some cost figures that will be very 
valuable to them. 


We are having our hospitals send in their annual reports to the United 
Hospital Fund now. I must say that the job of making up these reports 
for the first year was a very difficult one because the hospitals hadn’t 
kept their books on this basis, but I have here one of the reports from 
one of the hospitals which you may examine later if you are interested. 
It gives detailed information about the cost of running their operating 
room, their x-ray room, their laboratory, how much it costs to take care 
of private patients, semi-private patients, and ward patients, and a num- 
ber of other unit costs which may be of interest to you. 


Some of the hospitals called us up and thanked us for making them 
get out the report. They felt they had learned a great deal from it. 

The important thing about our Conference on Accounting was not 
that we published a book or developed a uniform system, but that we 
did it on a democratic basis for 100 hospitals. We got them to come 
around a common table and talk over their problems, and I think we 
have arrived at something they will agree is well worth while. It has 
proved to be adaptable to small hospitals as well as large hospitals. It 
is an illustration of how hospitals, when ‘properly organized for com- 
munity action, can solve difficult problems even though it requires several 
years to work out the solution. 
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exo ANOTHER SERVICE to our hospitals which grew out of our money- 

raising activities is our publicity. In a city like New York it is 
very difficult for an individual hospital to get much publicity. An occa- 
sional story will reach the papers but usually the individual hospital does 
not have the publicity facilities to dig up the news and broadcast it to 
the papers. The United Hospital Fund through its publicity department 
prepares material not only for its hospitals individually but for all the 
hospitals combined. The newspapers are very generous with space when 
we send them material that covers a survey of all the hospitals or dis- 
cusses the problems of a large group of them. A survey of the utilization 
of the hospitals and dispensaries, or a story about the annual deficits and 
financial difficulties of all our hospitals is always sure of a good reception. 
Last year we published a story giving the individual deficits of 56 
hospitals, which totals up over five million dollars. It got a good column 
in the newspaper. 

Stories expressing the opposition of hospitals to, or their support of, 
certain legislation are usually published. Editorial comment for hospitals 
in general can be secured when the occasion warrants it. Whenever ad- 
verse comment concerning hospitals appears in the papers the hospitals 
look to the Fund as a powerful and respected organization to defend them. 

Frequently we have organized a series of radio talks on hospitals. We 
always get much better co-operation with the broadcasting companies 
when we tell them that we are appealing for time for a large group of 
hospitals rather than one institution. 

There are numerous other activities in which the Fund as a central 
organization represents the hospitals. I would like to take a little time 
to tell you about the Committee on Dispensary Development, which Dr. 
Michael Davis ran for the United Hospital Fund so successfully for a 
number of years, but perhaps he can tell you about it. 

Almost every year now some legislation is introduced which is helpful 
or detrimental to hospitals. A bill was introduced this year which would 
make it illegal for any nurse to give an anesthetic. The sponsors said giv- 
ing an anesthetic was the practice of medicine and therefore should be 
done only by doctors. If they pass that bill we can see where we will have 
difficulty in our hospitals immediately, so the Fund took an active stand 
against it. The Fund takes an active part in supporting and opposing 
these measures. Its statistics and its opinions, coming from a somewhat 
neutral source and frequently issued in the name of a well known trustee, 
are usually accorded great respect. 

The Fund has taken an active part recently in trying to get adequate 
appropriations from the city for the care of public charges. We have no 
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state-aid in New York. Recently there has been agitation for the taxa- 
tion of hospitals. The Fund is taking the part of the hospitals in trying 
to maintain tax exemptions, by proving how much free service they do 
which the city would otherwise have to take over. 

During the past year the Fund has been active in securing legislation to 
permit the organization of group payment schemes and in developing a 
plan for their establishment. 


ews HaviNG biscussED the by-products in the field of community action 

of an organization which was set up for financial purposes, let us 
now go back to the discussion of some of the problems of joint financing. 
Here we may learn as much from the deficiencies of the United Hospital 
Fund as from its accomplishments. 

Since the World War the United Hospital Fund has raised for its 
member hospitals over $9,000,000 and accumulated an endowment of 
$1,250,000. This in aggregate is a substantial sum but on a year-by-year 
basis it is far from what the hospitals needed. Nobody realizes better 
than we do the inadequacy of the amount. But it is only fair to say 
that the hospitals, who did little to help us raise the money, were glad 
to get it. Let us review for a moment how this money was raised, then 
let us consider why more was not raised in a city as wealthy as New York. 

In three campaigns since 1919 we have tried personal solicitation with 
the aid of professional campaign directors. In these campaigns the Fund 
naturally raised more money than it did by the mail campaigns of other 
years. These three campaigns were set up somewhat on the order of 
Community Chest campaigns with special gift committees, personal 
solicitation teams and committees, a women’s division, industrial solicita- 
tion, and appeals in the churches. Luncheon report-meetings were held 
and special publicity used, sometimes with paid newspaper space. 

In the mail appeals the results have ranged from $450,000 to $665,000. 
In these appeals the work was divided among appeals to individuals, 
appeals to business and trade groups, and appeals to churches. We have 
about 65 business groups, each with a chairman, few of whom are hospital 
trustees. (This type of organization is necessary because of the size of 
the city.) 

One of the chief difficulties in the situation is that while the hospitals 
are the beneficiaries of the Fund, they seldom have taken an active part 
in its money-raising efforts. For many years the leading hospitals have 
felt that they preferred to raise their own money rather than pool the 
results of their work with the weak hospitals. 

It is only within the last year or two, since the depression has hit them, 
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that they appear to be willing to make a united effort. Up until this 
time their own money-raising efforts, plus the contributions from the 
Fund, have been sufficient to meet their needs, and some have asked the 
question, “What advantage would be gained by placing all the burden of 
money-raising on the United Hospital Fund? Isn’t it better to keep 
the responsibility decentralized, and on the trustees who spend the 
money?” In a city as large and impersonal as New York this is a valid 
question. 

But in times of heavy financial pressure there is no doubt but that the 
hospitals need the strength that comes from a united effort. Everyone 
who has worked in a successful Community Chest knows the spirit that 
can be developed when everybody pulls together. It is only with the 
generation of such a spirit that the hospital can secure all the money the 
community is willing to give. In many communities there are people 
who have no particular interest in any one hospital but will readily 
respond to a joint hospital appeal. But there are four elements which 
must be present if any united appeal is to succeed: 

(1) Strong leadership and organizing ability 

(2) Willingness of all hospital trustees to participate actively in the work 
of solicitation 

(3) An effective demonstration and presentation of the needs of the 
hospitals 

(4) The satisfaction of the hospitals that the plan of distribution of 
funds is equitable. 

Whether or not the hospitals in your community should form a united 
hospital fund or help to develop a full Community Chest is of course 
dependent on local circumstances. It is an interesting commentary on 
the value of joint financial effort, however, that more than 400 cities 
have developed Community Chests in the last 15 years. 

While we are discussing the problem of adequate financing of our hos- 
pitals, let us look at it in the light of recent developments. First of all 
we recognize clearly that people haven’t as much money to give as they 
used to have. The wealthier are being taxed heavier than ever. The 
New Deal does not seem destined to create many great fortunes; on the 
other hand, its aim is to redistribute wealth so that the wage-earner can 
enjoy some of the good things of life without being dependent on charity. 
For hospitals this means that we can look less to our wealthy patrons for 
large gifts and more to the wage-earner and industrial worker for actual 
payment for service rendered. Fortunately the means of achieving this 
change has been demonstrated in the plan of group payment for hospital 
care. This plan, as you are aware, is a scheme for making it possible for 
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the man on a small salary or wage to pay for his hospital care in small 
monthly payments. It takes him out of the charity class and adds to his 
self-respect. When he needs care in the hospital he receives it as a patient 
who has paid his own way. 

The development of this plan is, of course, not a panacea, but it is a 
great step in advance. We shall still have the indigent to care for, but 
the depression has taught us one thing, surely—that is, that the responsi- 
bility for providing the necessities of life, including hospital care, rests 
on the taxpayer. The public is now ready to admit the propriety of 
providing medical care through the tax budget. And the man who pays 
the heaviest taxes is beginning to say, ‘““Why must I be asked to con- 
tribute to charity, medical or otherwise, when I have to pay larger taxes 
almost daily?” This attitude is surely going to affect giving to hospitals. 

It would seem the part of wisdom, therefore, to keep in step with the 
times and develop a group hospitalization program for all the hospitals 
in your community. It may not be many years until the necessity for an 
extensive campaign for charitable funds for hospitals will be ended. 
Health insurance and public medicine are probably much nearer than we 
think. 

In New York the United Hospital Fund sees this handwriting on the 
wall and it is taking the leadership in organizing a plan of group pay- 
ment for hospital care which we hope will ultimately embrace 200 hos- 
pitals and hundreds of thousands of wage-earners. The plan has been 
declared to be insurance by our State Insurance Department, but that 
department, because it believes the plan to be socially desirable, is helping 
us to have the law amended so as to make it possible to proceed. 

I received a telegram this morning that the bill which had been 
passed in the Senate was reported out of the committee favorably and 
will probably be passed by our legislature before the next week is past. 
I am sure it will be signed by the Governor, because he expressed his 
approval of the idea. He made us rewrite the first bill and resubmit it 
because it did not have sufficient safeguards for the public. We were 
glad to rewrite it and make it more in line with the insurance laws. 

In New York City the plan, because it comes under the sponsorship 
of the Fund as a going concern, will start under favorable auspices with 
the promise of the full support of the newspapers, the hospitals, and the 
public. If the United Hospital Fund is successful in establishing this 
plan the value of the organization of the hospitals for community action 
in our city will be well demonstrated. It will result in a closer-knit 
union of our hospital services and a greater devotion to the service of the 
public. The possibilities for its development appear to be unlimited. 
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ew IN suMMaRy, then, it may be observed that— 


its 


No 


Hospitals cannot plan their services properly without some form of 
community organization. 
Joint financial effort on the part of hospitals has certain by-products 
in the gathering of factual material that are indispensable to the 
community. Our most successful hospital councils are those that 
perform some financial service for their members. 
For a joint money-raising effort to succeed it must be set up and 
carried out by hospital trustees rather than superintendents. 
To succeed a joint money-raising effort must be based on— 

a) Strong leadership and organizing ability 

b) Participation of hospital trustees in solicitation 

c) Proper publicity and demonstration of need 

d) Equitable distribution of the money raised. 
The public’s attitude is changing. The growing belief is that hos- 
pitals should be paid from tax funds for the care of the indigent. 
They should not have to depend on charity appeals. 
The New Deal is changing the distribution of wealth. It will de- 
crease the ability of some of our larger givers to contribute. The 
working man must have enough to pay for medical and hospital 
service. 
Group payment for hospital care offers the mechanism by which this 
change can be effected. It is the rational basis of hospital support 
for the future. 
Group payment for hospital care can only be launched through an 
effective organization of the hospitals for community action. 
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The 10-Point Declaration of Policy 
of the American Medical Association 


HE AMERICAN HospiraL AssociATION at its convention in 
Cleveland adopted the following 10- point declaration of 
policy: 

1. All features of medical service in any method of medical practice 
should be under the control of the medical profession. No other 
body or individual is legally or educationally equipped to exercise 
such control. 

2. No third party must be permitted to come between the patient and 
his physician in any medical relation. All responsibility for the 
character of medical service must be borne by the profession. 

3. Patients must have absolute freedom to choose a legally qualified 
doctor of medicine who will serve them from among all those quali- 
fied to practice and who are willing to give services. 

4. The method of giving the service must retain a permanent, confi- 
dential relation between the patient and a “family physician.” This 
relation must be the fundamental and dominating feature of any 
system. 

§. All medical phases of all institutions involved in the medical service 
should be under professional control, it being understood that hos- 
pital service and medical service should be considered separately. 
These institutions are but expansions of the equipment of the physi- 
cian. He is the only one whom the laws of all nations recognize 
as competent to use them in the delivery of service. The medical 
profession alone can determine the adequacy and character of such 
institutions. Their value depends on their operation according to 
medical standards. 

6. However the cost of medical service may be distributed, the imme- 
diate cost should be borne by the patient able to pay at the time the 
service is rendered. 


N 


Medical service must have no connection with any cash benefits. 
8. Any form of medical service should include within its scope all 
qualified physicians of the locality covered by its operation who wish 

to give service under the conditions established. 

9. Systems for the relief of low income classes should be limited strictly 

to those below the “comfort level” standard of incomes. 
10. There should be no restrictions on treatment or prescribing not 
formulated and enforced by the organized profession. 

In the main, these points as enunciated are in consonance with the 
principles which the American Hospital Association and the hospital 
field have advocated. 

It is particularly reassuring that in Point 5 the American Medical 
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Association wishes it understood that hospital service and medical service 
should be ‘‘considered separately.” 

Point 6 is suggestively ambiguous, but recognizes the possibility of a 
distribution of the costs of medical service. Whether the American 
Medical Association intends to approve a distribution of the costs of 
medical service under some arrangement differing widely from the pay- 
ment of medical costs, as is at present and has been in the past in vogue, 
is not quite clear, but Point 6 seems to suggest the desirability that some 
equable and satisfactory method for such a distribution of medical costs 
should be studied and, if found satisfactory, adopted. 

The pronouncement of this 10-point policy by the American Medical 
Association marks definite progress in constructive policies and forms a 
sound basis for the determination of procedures to guide the medical 
profession in both its professional and its economic relationships with the 
public it serves. 


SZ eS 
——-——-% 


The American College of Hospital Administrators 


The American College of Hospital Administrators will hold its first 
Convocation on September 23, 1934, in the Benjamin Franklin Hotel, 
Philadelphia. 

The morning sessions will be devoted to the transaction of business by 
the Board of Governors and the Board of Regents. Adoption of by-laws 
and changes in and additions to the constitution will be passed upon. It 
is expected that some form of membership will be provided for whereby 
capable assistant superintendents may be admitted. 

The afternoon session, open to all hospital administrators, will start at 
2:30 o’clock. Dr. Malcolm T. MacEachern, Director of Hospital Activi- 
ties for the American College of Surgeons, will present a paper on “Stand- 
ards of Hospital Administration.” Dr. Bert W. Caldwell, Executive 
Secretary of the American Hospital Association, will open the discussion. 

The Convocation program will be in the main ball room of the hotel 
as follows: 

Dinner 6:30 Pp. M. 


Introduction of Distinguished Guests 

Presentation of Newly Elected Fellows of the American College 
of Hospital Administrators—J. Dewey Lutes, Director- 
General 

Conferring of Fellowships—Robert E. Neff, President 

Address—Joseph C. Doane, M.D. 

Presidential Address—Robert E. Neff 

Adjournment, to be followed by Informal Reception. 

The College has 100 Charter Fellows and 16 Charter Honorary Fel- 
lows. Approximately 100 new members will be admitted at the Convoca- 
tion. Mr. John Smith, superintendent of Hahnemann Hospital, Phila- 
delphia, is chairman of local arrangements. 
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Social Service—A Financial 
Asset to the Hospital 
Lucius R. Witson, M.D. 


Superintendent, John Sealy Hospital, Galveston, Texas 


URING THE PAST FEW YEARS every hospital director has been sorely 
tried with decreased revenues and resultant deficits. Economy 
has been practiced in every phase of hospital work, even to the 

extent of reducing service or at least taking a gamble that with reduced 
personnel and equipment the care of patients would be maintained on 
the previous high level through the aid of good luck. This situation 
demands a careful analysis of each department, and in our study we were 
forced to realize most keenly that social workers were definitely a finan- 
cial asset to the hospital. It is, perhaps, unusual to have a hospital 





administrator look on social service in this light—perhaps unusual to have 
an administrator look on social service in any light, since this department 
is quite frequently just taken for granted by the entire staff of the 
hospital. If a patient’s social condition needs adjusting, it is quite simple 
to turn the matter over to the social worker, then forget it unless the 
solution is not immediately forthcoming, which event often is looked 
on as justification for caustic remarks about a group of individuals with 
ideals so far above the usual that they are all impractical. Such criticism 
against a social worker who bends every energy toward obtaining the 
maximum of service for her clients without regard for the hospital, 
medical staff, and other welfare agencies may be justified, but well trained 
social workers very seldom have this failing. 

To discharge a convalescent patient from the hospital is a simple 
matter, provided he has a home and family to which he can return; but, 
if he is homeless, alone, and penniless, the combined efforts of many 
welfare agencies are required to furnish shelter, food, medicines, and 
nursing service for even the simplest of treatments. Here is one of the 
places where a social worker saves the hospital more than her salary. She 
will contact as many agencies as are necessary to provide all the needs 
of the patient and secure an abode for him until he can be self- 
supporting. Without a trained worker, that patient would be an un- 
welcome hospital guest until he was physically fit to look after himself 
the moment he stepped from the hospital door, or the hospital, if the 
patient were unceremoniously discharged, would be guilty of sending a 
shelterless patient into the streets to shift for himself with the possibility 
of dire complications arising and readmission to some hospital. Any 
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hospital doing a substantial amount of charity work will face similar 
conditions many times in a year. In fact the depression of the past few 
years has made it extremely difficult to discharge many charity patients 
from the hospital as they go out to desolation and a tremendous struggle 
for existence, while the hospital offers warmth, fuod, and security. The 
excuses often made to stay in the hospital would be humorous were it 
not for the trying conditions back of the excuses. No hospital of today 
should discharge destitute patients without knowing where they are 
going; and who else in the hospital’s personnel is going to find out their 
destination except the social worker? Without her, many days of expense 
and care would be added to the hospital’s expense account. 

Another valuable contribution from social workers is their ability to 
relieve an indigent patient of worry over domestic affairs during his 
confinement. If the wage-earner is ill and his family unprovided for, he 
will either leave the hospital before he should or his condition will be 
aggravated by worry with the result that treatment is prolonged. The 
social worker corrects this situation by seeing that some welfare agency 
provides for the family, thereby relieving the patient of his worry and 
permitting him to have a normal convalescence. ‘This work represents a 
financial saving to the hospital since it prevents the patient from leaving 
before he has recovered, thereby undoing the work that has been done, 
or aids with a speedy recovery by lifting the load of worry from the 
patient’s mind and preventing a prolonged confinement in the hospital. 

The hospital world is proud of its record of shortening the average 
stay of patients, and points with pride to the fact that many conditions 
which formerly required weeks and months to be cured are now sent 
from the hospital in 10 to 14 days, and that the average stay of all 
patients in the hospital is under 14 days. Such a record in charity 
hospitals hardly can be secured without an active social service depart- 
ment. The time to effect the cure has been tremendously shortened by 
modern medicine, but the length of time spent in the free wards has 
been reduced considerably by social work. 

Equally as important as getting patients out of the hospital is the aid 
rendered by social workers in looking after patients’ welfare after dis- 
charge to such an extent that they do not require frequent readmissions. 
A very definite example of this is a chronic case of heart disease in a 
woman who lived on the third floor of a tenement house. Poverty had 
forced the family to occupy quarters without bath, and even without 
running water. These conditions required the mother to climb the 
stairs from the first floor several times a day, and repeated cardiac failure 
occurred. The social worker secured rooms with running water on the 
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first floor of another house, with the result that the mother avoided the 
excessive strain on her heart, thereby avoiding the necessity of frequent 
hospital admissions. Another frequently met problem along the same 
line is providing care for an infant while the mother is receiving needed 
hospital care. If the social worker did not do this, either the hospital 
would be forced to refuse admission of the mother or admit both mother 
and baby. Many other similar illustrations could be recited. 

Perhaps the greatest financial saving a social service department can 
render is in the admission of patients. Every hospital admitting charity 
patients has a definite area in which it is obligated to care for the in- 
digent sick. This area is usually that from which the hospital’s funds 
are obtained through taxes or gifts from citizens. Patients from neigh- 
boring communities without publicly supported hospitals are very prone 
to attempt to take advantage of the free service of the endowed or tax 
supported hospitals in some other community, and it requires unusual 
diligence to prevent this imposition. They will stoop to many subter- 
fuges to establish a fictitious residence in the hospital’s community. If 
all patients seeking the benevolence of the hospital pass through the 
hands of social workers, the unqualified in nearly all instances will be 
weeded out. The capable worker develops an uncanny faculty of arriv- 
ing at the truth. Sometimes she is able to see through the patients’ 
pretenses before starting her line of questioning. Many times a patient 
has felt that he has developed an investigation-proof story, thereby def- 
initely establishing his eligibility for admission, only to break down 
quickly under the social worker’s tactful questions pertaining to employ- 
ment, church connections, business acquaintances, and other pertinent 
questions pertaining to his residence. Sometimes he will successfully pass 
this examination only to have his story prove false when the worker 
makes her home investigation and inquires of people the patient has 
mentioned, such as his minister, employer, or groceryman, as to their 
knowledge of the family. When the worker has determined that the 
story is false, she does not berate the poor individual for his lies. He is 
ill and needs care, so she undertakes to secure funds from philanthropic 
individuals or organizations in his home community to pay for his 
hospital confinement or directs him to the proper agency in his home 
which will see that his needs are supplied. Preventing such impositions 
on the hospital represents a saving of the hospital’s funds. 

Another valuable contribution from the social service department is the 
conversion of a charity patient into a pay or part-pay patient. A _ hos- 
pital rendering service free of charge to the needy ill often will be 
approached by patients seeking free service whose financial conditions 
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are such that they could and should pay a small amount for their care. 
This amount may be one dollar or more per day, or a lump sum of 
twenty-five dollars or more may be set as the charge to be made by the 
hospital. In doing this, the conscientious worker does not assume the 
form of Shylock extracting the family’s last penny. She formulates a 
budget for the family, apportioning the proper amount for the essentials 
of life and requiring the balance to be applied on the hospital account. 
She may make arrangements for long credit, thereby making easier the 
payment of the hospital charges. She may contact the wage-earner’s 
employer and secure co-operation and maybe funds from him, or use one 
of many other schemes of reducing the burden of paying yet provide 
some income for the hospital and permit the patient to maintain his 
self-respect as a patient who did not accept charity. If the social 
worker does not exert herself in this way and follows the line of least 
resistance by requesting free care, she has not been honest with herself, 
the patient, and the hospital. 

Another individual commonly met by hospitals is the patient seeking 
free care when his financial condition is such that he can well afford to 
pay. Social service departments minimize the impusitions on hospitals by 
such patients and add to the hospital’s receipts by excluding such patients 
from charity and forcing them to enter as private patients. 

While social workers are not the collecting agents for hospitals, they 
often are of considerable value in this respect because of their dealings 
with the family and their knowledge of the family’s financial condition. 
A few words of disappointment directed by the worker to a delinquent 
patient often will result in a payment on the account. 

In fact, the ways social workers can help reduce the hospital’s deficits 
are many and varied. They can secure railway tickets, taxi and ambu- 
lance service, clothing, braces, bandages, special medicines, and innumer- 
able other supplies for patients who would be a burden on the hospital 
if it did not have a social worker, who, through her contacts with other 
welfare agencies, divides the responsibility and requires the hospital to 
supply only the medical service, quite rightfully belonging to it. 

No attempt has been made to discuss the broader phases of social 
service and its contributions to the general welfare of the community, 
which embraces the real reason for social service. The financial service 
to the hospital is only incidental to their work, but it quite justifies the 
employment of social workers if the hospital administrator is in doubt 
regarding the advisability of increasing the pay-roll by creating such a 
department. 
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The George F. Baker Clinic 


HE GEORGE F. Baker CLINIc of the New England Deaconess Hos- 

pital, Boston, is one of the most interesting hospital buildings that 

has been completed within the last year, from the standpoint of 
architectural arrangement and modern construction. The description of 
the arrangement is instructive and demonstrates an ideal use of floor space 
for the accommodation of the various departments and the location of 
these departments in proper relationship to each other so as to promote 
a co-ordinated service. 

The formal opening and dedication of the clinic took place on March 
24. The keys were presented to Howard D. Brewer, president of the 
Board of Trustees, by George F. Baker, Jr., son of the late George F. 
Baker. Bishop William Lawrence, Bishop Charles Wesley Burns, Dr. 
Warren F. Cook, superintendent of the hospital, and Dr. Elliott P. 
Joslin, medical director of the clinic, were among those who delivered 
addresses. 

Description 

The building, consisting of basement and five stories, is located on the 
southwest corner of the land facing the Riverway, between the Deaconess 
Hospital and the Palmer Memorial. The main entrance, which faces the 
Deaconess, is approached by a wide driveway leaving a park between the 
Deaconess and the Baker, through which runs a winding pathway. The 
exterior, of simple colonial design, is of red brick similar to the present 
buildings, with limestone base and trim and copper cornices treated to 
match the limestone. , 

The building is designed so that it may become a part of any future 
development of the property along both Pilgrim and Deaconess Roads, 
and is located over the junction of the present service tunnels connecting 
the Deaconess and Palmer Hospitals with the Nurses’ Home. Through 
this tunnel, which is used for traffic as well as service, the new unit 
receives its heat, light, power, food, and laundry from their central dis- 
tribution points. 

The basement is devoted to mechanical equipment rooms, transformer 
room, male and female nurse locker rooms, incinerator, and animal quar- 
ters, consisting of animal room, operating room, and feed room. 

Approaching the building from the Deaconess Hospital, one enters 
through a vestibule to a spacious lobby in the center of the first floor. 
The main lobby is finished in unsmoothed plaster waxed finish with rough 
stone pilasters and smooth plaster ceiling. The floor and base are of rubber 
tile. At’the right is an admitting and cashier’s office, and beyond, six 
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THE GEORGE F. BAKER CLINIC 


offices and examination rooms. At the extreme end of the corridor are 
ofhices for the medical director and secretary. In back of the lobby is a 
large routine laboratory where the extensive routine specimen work will 
be done, a small research laboratory for special work, and a room for 
metabolism tests. At the left of the lobby are two elevators of dual 
control micro drive 5 feet 4 inches by 8 feet 6 inches with Otis type 
automatic sliding gates in stainless steel. The cars are furnished with 
stainless steel hand rail and dado 3 feet 6 inches high. 


At the Pilgrim Road end of the unit, there is an entrance at grade 
adjacent to the Palmer Memorial. On this floor, there is a foot room 
fitted with the latest equipment for the care of the feet, and a large 
class or demonstration room which is used for clinics as well as teaching 
nurses and patients in the care of diabetes. 

The second floor is given over entirely to laboratories. It is planned 
for 12 laboratories of different types. There is also an office and library, 
a supply room, photography room, a cold room, and a tissue culture room. 

The third, fourth, and fifth floors are designed for private and semi- 
private patient accommodations with a solarium on the Riverway end of 
each floor. The usual utility room, a diet kitchen, a flower room, and a 
specimen room are found on each floor. Kitchens and utility rooms are 
completely furnished in stainless steel. At the third floor is a bridge 
connecting with the Palmer Memorial so that the operating and other 
facilities of that unit may be made available when needed. 

On the top floor there are two four-bed children’s wards, one for boys 
and one for girls. Between these two wards is a small dining alcove 
where children obtain their meals and are instructed regarding the proper 
food. 

There are accommodations for 52 patients. All rooms are equipped 
with private toilets and either private or semi-private baths. The one- 
and two-bed rooms are so arranged that they may be used as either private 
or semi-private rooms with toilets or as units, so that a patient and some 
member of the family may come to the hospital and be instructed in the 
care of the patient. 

Leading directly from the children’s quarters is a stairway to the roof 
on which is located a gymnasium for play and exercise. This penthouse 
divides the roof into two portions, one for patients and the larger half 
fitted with sand boxes, swings, etc., to provide an outdoor play area for 
the children. One of the elevators runs to the roof level which makes 
it available from all parts of the building. ‘The entire roof is surrounded 
with a high wire fence and a wind-break provided on the children’s por- 
tion to make it absolutely safe and comfortable even on windy days. 
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Above the penthouse is a small fan house which houses the elevator and 
ventilating machinery. 
Construction 

The windows in general throughout the hospital are of double-hung 
wood with outside screens covering the entire opening. na the solaria, 
Hope metal casement windows are used opening out. Here, inside screens 
with a special under-screen opening and closing device, mounted above 
the window stool, are employed. 

Doors are wood paneled or flush cherry unstained, finished in airplane 
dope. The doors have metal door bucks flush with plaster with stainless 
steel spats four inches high on the bottom. All hardware and switch- 
plates are of satin finish chromium plate to match the stainless steel. 
Stainless steel kick plates and push plates are on all double acting doors. 

The floors are finished in general rubber tile laid in large bold patterns 
with bases in general black rubber tile coved four inches high. 

The floors in the laboratory section are Hanotile 9x9 inch asphalt tile 
in three colors of red with black rubber cove base. In two private rooms 
Montan treated laminite wood floor finished in beeswax was tried, with 
black rubber tile base. The toilet and bathroom floors are of one-inch 
square ceramic tile, with 4 feet 6 inch dado of the same material. The 
utility rooms and diet kitchen floors are covered with one-inch square 
ceramic tile and 6 feet 6 inch dadoes of the same material. 

The ceilings of the corridors throughout the building have received 
acoustic treatment. The two-, three-, and four-bed rooms, solaria, diet 
kitchens, nurses’ stations, and utility rooms have been treated with 
Corkoustic tile 1!4 inches thick. 

Appearance 

Stainless steel has been employed in all kitchen and utility room equip- 
ment. This includes stainless steel sinks, counters, warming closet, dish- 
washer, coffee urns, specially designed heated tray trucks, and glass rack 
and filler. Portable refrigerators are used throughout. 

In the corridors of each floor are openings for the linen chute and 
incinerator flue, closet with specially designed mop duster, drinking foun- 
tain, cleaners and linen closets, and recessed scrub-up lavatory. 

The windows of patients’ rooms, offices, and lobby are furnished with 
white Venetian blinds. Furniture in all patients’ rooms and offices is 
specially designed by the architects in cherry. 

The lighting in general in the corridors are half dome glass fixtures 
against the ceilings. In the first floor corridor, semi-indirect opalescent 
glass fixtures are used. In the private rooms, there are no ceiling fixtures, 
only specially designed floor lamps. 


Heating equipment is steam with cast iron radiators. 
[80] July, 1934 








es 














Professional Enthusiasm in the Hospital 
Irvin D. Metzcer, M.D. 


Chairman, Pennsylvania State Board of Medical 
Education and Licensure, Pittsburgh 

T HAS BEEN my privilege for 19 years to visit you in your hospitals 
I and appear from time to time in your meetings, and during that 

time it might have appeared to you that our Board has been rather 

technical in its efforts to keep up the standards of the hospitals of the 
state. Years ago it was necessary to emphasize these facts, but that is 
not so necessary now. The investigations made of late years have largely 
been to determine whether or not as good professional activity is carried 
on in your hospital and whether the patients, as we may judge from rec- 
ords and other evidences, have been well cared for. 


I thought this morning it might be a good thing to bring before you a 
statement of our conception relative to the professional zeal or en- 
thusiasm of the hospital. 

When I speak of the hospital here, I mean not only doctors, but all 
other persons interested in the hospital and in the welfare of patients 
therein. It takes in physicians, nurses, dietitians, technicians, laundry 
people, workers of all types. When you come to think about it, there is 
a large number of persons who are vitally interested in the welfare of 
each patient and if anyone slips in any part of his or her work, the 
whole efficiency of the hospital is affected thereby. 

The perfection of any effort is proportionate to the zeal with’ which 
it is performed. The variability as to success where skill is evenly 
matched is dependent upon the extra vim exhibited by one or the other 
of the contending parties in the contest. Therefore, an adequate amount 
of reserve ability which may be commanded in emergency becomes an 
essential element to success. In warfare, a commander with ample re- 
serve force may lose battles but he is apt to win wars. In medicine, 
likewise, ample resources secure advantages of alertness in diagnosis and 
confidence in treatment. 

Even though medical education may be adequate, the variability of 
skill in its use may make or break the practicing physician. Not only 
what one knows but also what he can do determines his skill in any art. 
A good technician in music, in painting, in teaching, in nursing, in prac- 
ticing medicine, or in any endeavor, may fall far short of becoming an 


artist therein. These technical elements in craftsmanship are essential 





Read before the Hospital Association of Pennsylvania, Pittsburgh, April 11, 1934. 
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but they are not even the chief determining factors of success in such 


pursuits. 


Finding Ourselves 

I am informed that Enrico Caruso, the matchless tenor of our memory, 
in his earlier experience was a mediocre vocalist in an itinerant operatic 
company. He said that his voice cracked at the most inopportune 
moments so that he was constantly intimidated in his efforts to carry an 
aria. It occurred so noticeably as to cause his colleagues in the company 
to call him the tenor with a glass voice. He was advised by teachers to 
make no further attempts to overcome this hopeless vocal defect but to 
seek some other occupation for a livelihood. His company, too, failed in 
many of the cities to make expenses and eventually was facing bank- 
ruptcy. 

In what appeared to be a last determined effort to recoup, the leading 
tenor suddenly disappeared just as the performance was to begin. A full 
house was waiting; unless the show went on the admission money would 
have to be refunded. Caruso was eagerly importuned to sing the leading 
role. He knew the part but was sure he would fail if he attempted to 
sing it. But what matters, thought he; he was quitting at any rate. 
The company would be paid if the show was presented even though it 
was a failure. 

So he agreed to sing. His indifference to the outcome caused him so 
to forget his voice as to permit freedom of natural action, and the spon- 
taneous response of his auditors cheered him into a rendition that not only 
brought prolonged and recurring applause from the audience but also 
the needed personal confidence which eventually made possible his exalted 
heights of vocal perfection. 

He had found himself. Latent powers and pregnant possibilities of 
which he was obscurely conscious were given a chance for manifestation 
and his marvelous career was potentially forecast. 

Each of us can testify to moments of exhilaration in which inherent 
impulses of excellence thrill our being. Alas! most of us fail in bringing 
these latent qualities into manifest fruition. 


Good Will Toward Patients 


Medical care, whether rendered by the physician, the nurse, or an un- 
heralded attendant, must be altruistic in its motive even though com- 
pensation is secured therefor, if it shall adequately meet human needs. 
Physical welfare is such a determining factor in life-welfare as to call 
into service all of the noble human qualities that attendants can com- 
mand. As they go in and out among patients who are in direful need, 
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METZGER—PROFESSIONAL ENTHUSIASM IN THE HOSPITAL 


emanations of helpful virtue must constantly tend to sustain and rebuild 
their waning sense of clinical security. A mental mobilization of sanguine 
beliefs in ultimate restoration goes far in augmenting the therapeutic 
measures used in securing the same. One cynical, skeptical, fatalistic 
attendant, whether learned in medicine or not, may unwittingly shatter 
the fondest hopes and precipitate in sensitive patients fateful situations. 
A spirit of good will toward sick people and an inherent desire to help 
those in need should be a prime qualification to be considered in the em- 
ployment of any hospital worker. Such a mental attitude, furthermore, 
must be definitely developed in interns and nurses who are preparing to 


devote their lives to the care of those who are in clinical need. 


The Morale of the Institution 

This personal attitude toward individual patients should become the 
general spirit of the hospital. Many schools and colleges pride them- 
selves on the esprit de corps which is characteristic of the institution. 
Athletics and public functions give opportunity for the expression of 
this spirit and tend to integrate the students’ interests as wel! as ingratiate 
their enthusiasm into others less intimately concerned. Life in an institu- 
tion which lacks this stimulation is somber, perhaps blasé¢, and fails to 
engender the competitive spirit which makes for alertness and mental 
growth. A frequenter of high schools and colleges can soon sense its 
presence or absence. 

Strange as it may seem, this is equally true of hospitals. A casual ob- 
server who has little knowledge of hospital affairs remarked recently to 
the writer, “I must never be taken to that hospital; I should surely die 
in that dismal place.” He spoke of a hospital which possessed a good 
plant, adequate equipment, and expert personnel. But the hospital seems 
to have become spiritually sterile by lack of professional enthusiasm. 
Even an unschooled but keen-minded layman sensed this matter-of-fact 
demeanor of its workers in their activities. 

Professional efficiency wanes when the doctor begins to lose interest in 
the advancement of his profession. Lack of recognition of new develop- 
ments in medicine tends to obscure the recognition of peculiar needs of 
individual patients. Each one becomes just another case and is apt to 
be shunted into conventional treatment, regardless of its applicability or 
ultimate helpfulness. Professional veneer also dampens the urge to ascer- 
tain the peculiar condition and needs. The same spirit induces neglect 
in subsequent clinical care of the case. An air of indifference on the 
part of the chief soon is reflected by his associates on the case. In fact, 
one such member of a hospital staff, especially if he be outstanding in 
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influence as he generally presumes to be, is apt to demoralize the entire 
group of doctors. 

When such a situation supervenes the value of the institution is greatly 
minimized and its resuscitation is almost impossible. The writer knows 
some such hospitals and might some day become courageous enough to 
point them out. Hospitals that have lost professional zeal should cease 
pretending human helpfulness as should other welfare agencies that have 
become humaneless in their activities. 


Spirit of Good Cheer and Hope 

An important element in the worthwhileness of a hospital is its ex- 
pression of good cheer. This should be evident when the patient, or 
visitor, enters its lobby. A cheerful meaningful smile of welcome may 
dispel much harbored gloom from the mind of the guest, and a happy 
word tactfully spoken becomes a harbinger of hope to the despondent and 
anxious patient. Ingenuity in dealing with patients during the first 24 
hours after admission may mollify their impression of the hospital and 
determine their co-operation in subsequent care. Their minds must be 
disabused of many spurious opinions and be led into an attitude of trust- 
fulness. Cheerful, optimistic and interested management of the patient 
by the cleverest and ablest initial guide goes far to ease the trail of his 
clinical course. Each personal contact from the superintendent to the 
menial servant as the case progresses must always be characterized by a 
genial spirit of optimism. 

Hope is the anchor which holds us safe amidst the surge of turbulent 
seas. In all institutions for human welfare hope must hold forth in- 
centives to a better life. Faith, hope, and love are integral parts of human 
life and become powerful agents for physical redemption. If they are 
lacking, little remains to live for, and little is apt to remain to live by. 
The vital centers then have lost their spur to renewed efforts at vital 
rehabilitation. Death is apt to be welcomed. 

Strange as it may seem, these abstract factors in human welfare can be 
mediated to others better by personal attitudes than by words. Further- 
more, the humblest associate may convey them effectively. Every dis- 
cerning patient knows that the nurse, the dietitian, and even the scrub- 
woman reflect the prognosis of the physician in attendance. The hap- 
piest situation obtains when these attendants radiate an air of hope 
in spite of the obvious doubts of the chief. 

Hope belongs to purveyors of life; despair to agents of death. Ambas- 
sadors of life and health must of necessity be hopeful optimists. Do we 
attempt to secure such among our hospital employees? 
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Belief in Our Cause and Efforts 


Our attitude in any endeavor is largely conditioned by the value that 
we place upon the worthwhileness of our efforts. It is interesting to 
note the high spirits of war days in distinction to the low ones of the cur- 
rent depression. Even though our dearest friends were facing fearful 
dangers, the glamor of patriotism and the ardor of noble purposes then 
urged us to give and go. Now, the thrill and zest of great achievement 
and hopeful promises are lacking in the apparent futility of all effort. 
But it is in such times as these that we hospital workers, as trained bearers 
of human burdens, need to renew our own lagging spirits and engender 
confidence in others. We know that our calling is noble and is worthy 
of our best efforts; therefore, its difficulties should but challenge us to 
do our best. The redeemer of life is closely akin to its Creator. 


A Criterion of Success 

Analyses are made from time to time by evaluating agencies to deter- 
mine the degree of success in certain types of treatment of diseases, and 
in the efficiency of institutional clinical care. The percentage of infec- 
tions, of deaths, of autopsies, etc., is used in the effort to get a compre- 
hensive view of the value of the hospitals. These statistics are generally 
disappointing and misrepresentative because of the many variable factors 
involved in the survey. 

One point, however, always remains as a constant factor in determin- 
ing the usefulness of the hospital. It is the intensity of the zeal exhibited 
by the individual heads of its various departments. The trend of endeavor 
of college students in subsequent life is largely determined by the enthusi- 
asm manifested by their professors in their particular specialties. Some 
years ago a medical college in this country was developing an unusually 
large number of surgeons among its graduates. Inquiry into its cause 
revealed the fact that among its faculty was a teacher in surgery whose 
personal magnetism and whose skill as a teacher and operator so entranced 
the students as to make them surgically conscious and to urge them, un- 
wittingly perhaps, to enter this specialty. 

It is a well known fact that for years medical students in Europe 
flitted from school to school, taking only a semester or two of work in 
each in order to come under the personal influence of certain outstanding 
professors in different parts of the medical curriculum. Selection of hos- 
pitals for internships by discerning fourth-year medical students features 
this point as they valuate the staff personnel of the various hospitals. 

It is remarkable how much of that is being done—much more than 
you would realize. They are inquiring all the time: What is the best hos- 
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pital in this state? I say, “They are all good.” I never indicate any one 
hospital, but they are constantly asking, “Which is the best hospital? 
Which has the most alert staff?” and all that sort of thing. I can’t tell 
them. I might tell them. 


Elements Essential to Enthusiasm 

There are certain essential elements that enter into the spirit of en- 
thusiasm in any project: 

a) Interest in the work.—The altruistic sense which emerges from a 
feeling of good will toward our fellow-beings, already noted, is a basic 
requirement in the establishment and especially in the maintenance of 
professional fervor. Patients, those clinical dependents that cling des- 
perately hour after hour to their attendants, sap the very soul. Unless a 
sterling character or a recurring vital inspiration sustains, he or she also 
will ultimately succumb. The professional trail in the healing art un- 
fortunately shows along the way many such derelicts. A belief in a 
benevolent Creator and an inherent love for humanity buoys up the spirit 
when all else seems to submerge. Interested, therefore, we should be and 
remain so because we love the work. 

b) Efficiency in our work.—We enjoy doing what we do well, whether 
it be playing musical instruments, cards, ball, football; singing, reading, 
walking; or daily pursuing our several occupations. He who does not 
enjoy his work is not likely to be inclined to do it well, nor even be able 
to do it well. 

The mental exhilaration which follows a task well done spurs us on to 
greater conquests. The physician or nurse, or any other of the large 
coterie of helpers in clinical cases, who forgets himself or herself in the 
effort to do his or her best in the work at hand will end the day 
physically tired but mentally sustained by the consciousness of having 
been faithful to a noble trust. Even though fate seems against us and 
our patients slip away, the sense of having done our best, and the assur- 
ance that no other could have done any better, encourages us to hold our 
heads erect in the midst of apparent defeat. 

c) Devotion begets enthusiasm.—When a choice of profession is made 
all the implications of its meaning should be considered. Casual impulses 
should be adequately proved before being followed. The desire to do 
this type of work should be consciously impelling before any career in 
the healing art is entered upon. 

Once the choice is made, definite effort to augment the professional 
ardor should be followed day by day as the acquisition of technical knowl- 
edge is pursued. Then, at the termination of the course, a new being 
steps forth from the institution. A sense of responsibility has developed, 
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a longing for service has been formed, and an intense desire to alleviate 
suffering has become the chief passion. The spirit of altruism, perhaps 
strong inherently and craving expression, has now been nurtured into a 
state of potential fruition. A trained devotee in the science and in the 
art of medicine sets out to meet the world’s needs. 

d) Spirit of adventure.—The quest for new and better things keeps 
the mind alert. The sign of life is growth. The forward look is an index 
of youth, regardless of years. When complacence supervenes, enthusiasm 
wanes. These conventions are constant stimuli to better efforts in hos- 
pital activities. Some institutions are seldom represented in these meet- 
ings. I am wondering if the reasons are not obvious. The physician, the 
nurse, the dietitian, the technician, or the superintendent who finds pro- 
fessional assemblies monotonous and uninspiring may find the cause within 
himself or herself rather than in the program presented. What we bring 
to the meetings determines largely what we shall carry back at their 
close. 

e) Free-hearted endeavor.—Finally, the professional enthusiasm of a 
corps of workers may be heightened or dampened by the degree of con- 
geniality found in the group. A glum director may becloud the prospect 
of every assistant. A free and frank discussion of every difficult problem 
keeps the atmosphere clear and the environment wholesome. Each worker 
then is able to do his or her best by bringing all possible knowledge and 
skill into activity in the care of patients. Then and then only can the 
joy of the worker bring cheer and hope to the patients and the hospital 
become a cherished haven of refuge to unfortunate souls within the com- 


munity. 
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Children’s Hospitals In The United States 
Part III—A Study of Nurse Training in Children's Hospitals 


Cuirrorp G. GruLeE, M.D., Chicago 
GeorGE F. Munns, M.D., Winnetka 


N ANALYsIS of the nursing organization of the 35 children’s hos- 
A pitals in the United States and Canada has been made. Again the 
questionnaire method fails to give in many instances a complete 
picture, but in general has enabled us to secure a fairly good idea of the 
relative efficiencies of these various schools of pediatric nursing. 

Fourteen hospitals maintain their own complete school. As will be 
shown in detail later, all of these do not give complete nursing courses, 
but offer only a three months’ course as part of a general hospital system 
or for affiliates from other hospitals. Among these 14 schools of pediatric 
nursing only six have 15 or more probationers. One has as high as 47, 
but most of them are not large schools. However, 28 hospitals report 
that they train pupil nurses. The number in training at any one time 
varies from 17 to 176. Only five institutions report 100 or more pupil 
nurses in their schools. Seventeen have less than 50 and eight have from 
20 to 30. These figures indicate that these schools will not produce a very 
large number of nurses well trained in pediatric nursing. 

The length of the courses varies from three months to three years, 
depending upon the type of school. Eleven hospitals offer a three-year 
course in pediatric nursing. Twenty-four offer only a three months’ course 
and this is usually provided for affiliates from other hospitals, or as part 
of a general hospital course. All hospitals except two have affiliations 
with other institutions for special training in pediatrics. There are four 
hospitals which offer pediatric training only to graduate nurses. Only 
seven hospitals offer a course for the training of nursery maids. 

Only 12 hospitals indicate that they have special rooms or wards for 
premature infants. Four report that they combine the infant and prema- 
ture wards; quite probably in these instances a special room is set aside 
for the prematures, otherwise the arrangement would certainly not be 
favorable for the well-being of the premature baby. Six hospitals report 
that they do not admit premature infants, and 10 did not reply. Usually 
the number of prematures receiving care at any one time is two or three. 
One institution reports as many as 19 receiving care at one time. The 
usual nursing assignment in these wards, or rooms, is one day nurse and 
one night nurse for a duty term of one to four weeks. 

On the infant medical wards we note that the proportion of day 
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nurses to patients is usually one to two or three, and night nurses one to 
10 or 15. The average number of patients in these wards is 20 to 30. 
One hospital reports a night nurse to patient proportion of one to three, 
and one as high as one to 32. Unquestionably the number of nurses 
assigned to respective wards should depend largely upon the severity of 
the various illnesses on that ward and the amount of care they might 
require. These figures represent average normal conditions, and, although 
the questionnaire as worded could not tell us, we feel sure that in most 
instances the nursing force would be increased as needed. 


The day assignments are in periods of two to four weeks in 11 hospitals 
and six weeks to three months in 10. The remainder did not reply. The 
few replies to the question concerning the length of night assignment 
periods indicate that they are much shorter. 

In the children’s medical wards the usual ratio of day nurses to patients 
is one to three or four. The night ratio is one to 15 or 20. The average 
ward cares for from 30 to 40 children. However, these wards vary from 
16 to as high as 100 patients to a ward. The day period assignments for 
nurses vary considerably, but in most instances are from one to three 
months, an assignment of three months always being in the three-year 
training courses. No assignment was for a longer time than three.months, 
and only four are for that period. The day assignment is for less than one 
month in only six instances. Night assignments also vary considerably, 
but are for over four weeks in only two instances, and usually are for 


one to two weeks. 


eos ONLY five hospitals indicate that they maintain separate surgical 
wards for infants. (Three did not reply.) The remainder combine 
medical and surgical wards. Three hospitals combine infants’ and chil- 
dren’s surgical wards, and four combine infants’ and children’s medical. 
These latter systems may be satisfactory if cubicle and room systems are 
available, but are certainly not advisable if an open ward is used. 

The ratio of nurses to patients on the surgical wards varies from one 
to two and one to five during the day and one to seven to one to 11 at 
night. 

Fourteen hospitals maintain separate surgical wards for older children. 
In this group the ratio of nurses to patients during the day varies from 
one to two to one to four; during the night, one to 10 to one to 36. The 
last figure indicates inadequate nursing care if there are many acutely ill 
children on the ward. 

The number of patients in the various surgical wards varies from 16 
to 60. Only two hospitals report wards of more than 40 patients and 
only two have less than 20. 
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The day period assignments for the nurses vary from two weeks to 
four months and the night assignments from one to four weeks. 

Fifteen hospitals maintain separate wards for orthopedic cases. The 
majority of the other 20 institutions combine orthopedic and surgical 
cases on the same ward. 

Among the hospitals maintaining separate orthopedic wards the ratio 
of nurses to patients varies from one to three to one to eight. The night 
ratio is one to 10 to one to 50. 

Only 10 hospitals maintain separate wards for special cases. Two 
hospitals have neurological wards and the others use special wards for 
otolaryngological cases, tonsillectomies, etc. 

Seventeen hospitals offer nurses an opportunity for training in the care 
of contagious diseases. A knowledge of contagious nursing is invaluable 
to any nurse expecting to care for children during her professional career 
(this type of training should be available in every nursing school). 


Operating Room 

Operating rooms in 34 hospitals are in charge of experienced graduate 
nurses. One hospital has no surgical service. Pupil nurses have operating 
room duties in only 16 hospitals. Two did not reply. The number of 
operations performed in the respective hospitals during the fiscal year 
1932-1933 varies considerably. Six hospitals report fewer than 1,000 
operations for the year, seven from one to 2,000. Twelve had over 2,000, 
five over 3,000, three over 4,000, and one reported 11,700 operations for 
the year. Ten did not reply. 


Diet Kitchen 

Only one hospital fails to give pupil nurses instruction and training 
in the preparation of babies’ milk formulas. As a rule this training is 
given to groups of two to four nurses and the course of instruction 
varies from four days to six weeks. Over 50% of the hospitals require 
at least two weeks of work in the formula laboratory and five require 
one month there. Only nine hospitals limit the length of this course to 
one week. 

A fundamental knowledge of infant foods and their preparation is 
necessary to a nurse expecting to work among infants and children. With 
exceptional teachers this knowledge possibly might be acquired in a one- 
week course; certainly not in a shorter time. A two weeks’ course is more 
satisfactory if the instructors are competent. 

Four hospitals fail to offer nurses’ training in the preparation of chil- 
dren’s diets. Eight did not reply. Four combine this training with the 
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formula laboratory instruction. Again we must emphasize that a sound 
fundamental knowledge of foods and feeding is essential to the success of 
any nurse who expects to do efficient children’s work. A nurse’s training 
course should always include this type of instruction. 

In only nine instances are student nurses offered practical experience in 
the social service departments. As the majority of the pediatric training 
schools provide courses for affiliates only, possibly the majority of these 
nurses have an opportunity to obtain this type of training at some other 
time in their regular course in the mother hospital. 

Finally, we note that only 10 hospitals offer a course of training to 
student nurses which takes them into all of three very important hospital 
departments—the operating room, diet kitchen, and social service. 


Night Duty 

A large proportion of the hospitals require a student nurse to have at 
least one year of training before she is permitted to do night duty. 
Several do not permit affiliate students on night duty, and 11 institutions 
require two years of training before night duty is permitted. Twelve hos- 
pitals permit night duty with less than one year of training. This fact 
appeared to be a discrepancy until it was found that the statement applied 
to afhliate students and that all of them had had one or two years of 
training in the mother hospital before coming to the children’s hospital 
for pediatric training. 

Apparently all hospitals are careful that nurses on night duty are 
experienced, hence better able to meet sudden emergencies which might 


arise at that time. 


Supervision 

Twenty-seven hospitals have graduate nurses in charge of each ward 
both day and night. Four permit pupil nurses to be in charge at night. 
Thirty-three hospitals have one or more day supervisors and a similar 
number at night. In each instance they are graduate nurses. (Two hos- 
pitals did not reply.) 

In no hospital is a pupil nurse permitted to have day or night super- 
visory duties. Day supervisors in the various hospitals number from one 
to 16. Only three hospitals have more than three night supervisors. 
Thirteen have only one night supervisor and 10 have two. 

In general the head nurse and supervisory duties seem to be in compe- 
tent hands, inasmuch as they are, in most instances, handled by graduate 
nurses, with the exception of four hospitals in which pupil nurses are in 


charge of the wards at night. 
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Miscellaneous 

Twenty hospitals offer a course in post-graduate pediatric nursing. 

Only nine hospitals offer pupil nurses an opportunity for training in 
an affiliated nursing school, and only one affords experience in kinder- 
garten work. Among nurses who intend to make the care of children 
their life work, experience in a nursery school or kindergarten, in which 
the behavior patterns of normal young children may be observed and 
learned, we believe to be of a value equal to that of any other part of her 
training. 

Twenty-seven hospitals use “ward helpers.” These are girls whose 
duties are confined to cleaning, care of the linen, tray carrying, scrubbing 
floors, and in a few instances they assist in feeding the infants and 


children. 


Instruction of Nurses 

The accompanying chart reveals in condensed form the nursing courses 
offered by the respective hospitals. 

In summarizing this chart we find that 26 hospitals offer affiliate 
pediatric nursing courses. Twenty-three courses are for three months, 
two for four months, and one is a six months’ course. 

Hours devoted to classroom and demonstration instruction in the three 
months’ courses vary from 15 to 79. The average is about 30 to 40. One 
four months’ course devoted 58 hours, the other 80 hours, to this type of 
instruction. 

One hospital offers a course in pediatric training only to graduate 
nurses. 

Eleven hospitals offer a three-year course of training. The classroom 
and demonstration hours vary in these respective schools from 209 to 843. 
Four schools have over 800 hours of this type of instruction, four less 
than 500 hours, and three from 500 to 800 hours. 


Special Information 


Measures to prevent cross infection—such as a separate thermometer, 
towel, and washcloth for each infant and child—are in general use. Four 
hospitals do not use separate thermometers for the older children. 


Twenty-one hospitals require nurses to wear a separate gown in han- 
dling each baby, and the majority use a cubicle rotation system, together 
with special gowns, masks, careful scrubbing of hands, and the use of 
antiseptic solutions. Several institutions require all physicians, nurses, and 
hospital help to wear masks during the winter months. One requires 
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CuHart I. 
Part of 3-Yr. G. JU. 
Affiliate Course ~ Complete Course 3 Yrs. Course 
Lecture Lecture Lecture 
Length and Den- Length and Den-- Length and Dem- 
of onstration of onstration of onstration 
Hlosp. Course Hours Hosp. Course Hours Hiosp. Course Hours 
l 3 mos. 45 2. .25 mos. 599 8 3 mos. 30 
2.. 3 mos. ? +... dyes, 1079 12.. 3mos. 42 
3 4" 3 yrs. 812 16 3 mos. 60 
4*. 3 mos. ? 17 ? 40 
6 4 mos. 158 10 ? 36 
7.. 3 mos. 30 Lé. .. 3 ¥ks. 982 
8 3 mos. 48 19 3 yrs. 829 
?.. GAL. 23. 2y.8m. 380 9  3mos.? 18 plus 
EG... 29 ay 824 
LI 3 m. 30 30 DY. 843 
12 3 m. 42 33 Jy. 209 
13... Sm. 20 5”... FY 726 
14 3-6-1 m. ? 35 y Ys 466 
15 3m. 33 
17 l yr. ? 40? 
18 4m. 45 
19 3 m. 30 
20 3m. 15 
21 > m. 70 
22 3m. ? 
P-5. 5 mi. 28 
24 3 m. 37 
25 3 m. 65 
26 3-4 m. 49 
27 + Mm. 45 
28 4m. 80 
29 3m. ? 
31 3 m. 48 
32 3 m. Fy 
33 3 m. 24 
34 3m. ? 


35 6m. ? 


*School now discontinued. 


this precaution only on the infant wards. Several prohibit bedside visita- 
tion at all times, and few permit exchange of toys from bed to bed. 

Bedside visitation is a problem in all hospitals. Patients probably would 
have much greater protection if it could always be prohibited. 


Dispensary Nursing 


Among 34 hospitals having dispensaries, 30 have a head nurse in charge 
of the entire dispensary. One has a supervisory nurse and three did not 
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reply. Twenty-three have supervisory nurses as well as a head nurse. One 
dispensary has 13 supervising nurses. Twenty have from one to five. 

Fourteen dispensaries employ graduate nurses in addition to the head 
and supervising nurses. Fifteen do not and six did not reply. One dis- 
pensary employs 34 graduate nurses. The average number is one to five. 
Twenty-five dispensaries offer training for student nurses. Six do not. 
One did not reply. 

Sixteen offer postgraduate instruction in dispensary work. 

Only 10 hospitals afford the nurses an opportunity for home visiting, 
but the majority of the 35 hospitals have affiliations with the visiting 
nurse association, the public health service, or the service for home 
visiting work if it desires. 

Only three hospitals indicate that pupil nurses do not have dispensary 
duties. Six did not reply. The number of pupil nurses on duty at any 
time in the respective dispensaries varies considerably (one to 10). 
Eighteen have from three to six. Only five have over six. In most 
instances the dispensary service is for a period of from two to four weeks. 
Among the hospitals having three-year courses, five require two months 
on the dispensary service. 

Experience in all departments of the dispensary is given in 20 hospitals. 
Only 50% of the nurses have it in one hospital and 33% in another. 
One does not offer this service to afhliates. Seven did not reply. Three 
indicate that nurses are not given experience in all departments of the 
dispensary. 

Nurses do home visiting in only 14 hospitals. (Six did not reply.) 
Usually this is for follow-up of a case, rarely for nursing care. The length 
of time spent on this service is usually short (from one day to one week). 

Eleven hospitals report no home visiting during the last fiscal year. 

Among the remainder the number of home visits made varies from 52 
to as high as 47,000 for the year. Only five report less than 1,000 visits. 


Conclusions 


oo ONLY 11 hospitals in this country and Canada offer a three-year 

course in pediatric nursing, and the total number of students 
trained by these schools is not large. It naturally follows that there are 
comparatively few nurses available in this country who have had compre- 
hensive training in the care of infants and children. Of course, 24 
children’s hospitals offer a three months’ course which is available to 
affiliates from other hospitals and to students of general hospital nursing 
schools of which the children’s hospital may be a unit. However, three 
months is probably too short a time in which to expect a student to 
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acquire well-rounded pediatric training. In view of the fact that so many 
general hospitals take advantage of the possibility of pediatric training 
for their nurses in children’s hospitals, it is all the more important that 
these hospitals should demand a course of training adequate to meet the 
needs. In view of the fact that so many of the general hospitals have 
inadequate facilities for caring for children, it seems altogether likely that 
the number of nurses capable of doing good pediatric nursing must be 
minimum. In this report it is very interesting to note that only four of 
the children’s hospitals offer pediatric training to graduate nurses. This is 
certainly a misforcune, since there is practically no other place for nurses 
to obtain graduate work in pediatrics. The training of nursery maids is 
not so important, but it is surprising that only seven of the hospitals see 
fit to do this. 


To determine the correct number of hours in a nursing course which 
should be devoted to classroom and demonstration instruction, and thereby 
set a standard, is difficult. Much depends upon the efficiency of the 
instructors and the relative intelligence and previous training of the stu- 
dent. Most probably three-month courses should offer at least 25 to 30 
hours of that type of instruction. Instruction in nutrition, development, 
and the nature of disease in children preferably should be done by the 
staff physicians. Eight hundred hours of classroom and demonstration 
instruction is not too much for a three-year course (possibly 500 hours 
or less is too little). 

The proportionate number of nurses assigned to day and night duty on 
wards varies considerably with the respective hospitals. In most instances 
there seems to be an adequate number of nurses for efficient care of the 
patients, particularly during the day. In a few instances there may be 
some question whether there is a sufficient number of night nurses 
employed. Night assignments are usually and should be for a compara- 
tively short period. 

In general the number of patients on any one ward is not large. We 
note only two hospitals report wards having more than 40 patients. 

Less than half of the hospitals maintain separate wards for orthopedic 
cases, and one-third have separate wards for special cases such as neuro- 
logical, otolaryngological (tonsillectomies) , etc. 

Only one-half of the hospitals offer contagious training for nurses, but 
in many instances this training is available only by affiliation or special 
courses in contagious hospitals in the same city. 

The operating rooms of the various hospitals are all in charge of 
graduate nurses. How efficient they may be the questionnaire cannot tell 
us. However, 18 hospitals afford no operating room duty to pupil nurses. 
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This fact, of course, is an indication of an efficient nursing force in the 
operating room, but does not necessarily mean that the use of pupil 
nurses in operating room work means inefficiency there. 

Among the 34 hospitals maintaining operating rooms, interestingly 13 
listed fewer than 2,000 operations for the fiscal year 1932-1933. Ten 
hospitals did not reply to this question, and if they had, possibly over 
one-half of these hospitals could have fallen in that category. 

Nursing supervision in all hospitals replying to this question (33) is in 
the hands of graduate nurses, as it should be. This applies to both day and 
night duty. 

Apparently most of the children’s hospitals are not alert to the impor- 
tance of the training of nurses in normal child psychology and behavior. 
Comparatively few afford the pupil nurses an experience in kindergarten 
or nursery school work. 

Special precautions to prevent cross infection are generally in force in 
all hospitals. Some being more careful in this respect than others, these 
in particular require all persons in contact with the patients during the 
winter months to wear masks. 

The failure of so many children’s hospitals to offer social service work 
to nurses in training is to be deplored, since much of the work among 
children for graduate nurses is of a public health nature and a knowledge 
of social service is invaluable. 

Dispensary nursing service seems to be adequate in most instances. 
Several hospitals fail to give their pupils training in all departments of 
the dispensary. Home visiting is carried out in only 14 hospitals, and 
among these several report relatively few home visits made during the last 
fiscal year. 
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Part I1V.—Physiotherapy—Diet Kitchen—Occupational 
Therapy—X-Ray—Laboratories 


WENTY-EIGHT HOSPITALS indicate that they have facilities for 
physiotherapy. One has limited facilities, one has no facilities, and 
four did not reply. 

Among the 28 hospitals equipped for physiotherapy, 24 maintain a 
definite separate department for that work, and 15 of these have full-time 
directors. Twenty-three have full-time technicians. Usually there is one 
technician, but two hospitals have six, three have three, and five have two. 
Seven report part-time as well as full-time technicians. Four report only 
part-time technicians. The most commonly used forms of physiotherapy 
are dry heat, moist heat, massage, ultraviolet, diathermy, and electricity. 
The following chart indicates how frequently all forms are available and 
whether they are available at the bedside. 


Facilities for At Bedside 


Dry heat 29 29 
Moist heat ~ 29 28 
Massage . tr 28 28 
Ultraviolet ; . 30 28 
Diathermy .. .... 18 17 
Electricity . ey. 18 


Several institutions have swimming tanks and roof solariums for sun 


treatments. 


Diet Kitchen 


Thirty-four hospitals have trained dietitians in charge of the’ diet 
kitchen; one did not reply. In each instance, according to the qualifica- 
tions stated in the questionnaire, the respective dietitians seem to have 
competent training for their work. Many of them are college graduates 
and, of course, have had special training in dietetics. 

In 34 hospitals the dietitian is in entire charge of the menus. In one 
she had charge only of special diets; one, no reply. 

In six instances “standard” special diets are in charge of the dietitian 
alone. In eight instances they are in charge only of the physician, and 
in 20, physicians and dietitians co-operate to supervise the diets. One no 
reply. Seven hospitals report that they have one dietitian who gives her 
entire time to the dispensary. Eight have dietitians who work in both the 
dispensary and the hospital. In no instance does the dietitian see all new 
cases in the dispensary and in only nine instances does she see cases at 
regular intervals. The dietitian offers practical teaching in the preparation 


of diets in 17 instances. This instruction is usually only given to the 
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individual, occasionally to groups, and in all instances only to dispensary 
patients. Instruction is available to the community at large in only one 
instance. 


Occupational Therapy 

Twenty hospitals provide facilities for occupational therapy and 12 
have full-time workers to supervise the work. Volunteer workers serve in 
this capacity in all of the 20 hospitals, and where there is a full-time 
director they act as assistants. Many of the institutions apparently 
emphasize this form of activity and have a well-organized staff and excel- 
lent equipment. The usual activities are in the form of handicraft and art 
work of various kinds. 


Schooling 

Twenty-three hospitals provide schooling for convalescents. In 18 
instances teachers are provided by the public school system. In five 
instances private teachers are employed by the hospitals. Apparently none 
employ over three teachers in this capacity, several have only one. In two 
instances volunteers assist in the work. 


Recreation 

Twenty-two hospitals provide play activities for convalescents in the 
hospital. Six hospitals provide for this activity only in the convalescent 
homes which are part of their organization. In 11 instances special teach- 
ers are assigned to this work. Several institutions have trained playground 
instructors, others employ “play ladies,” nursery maids, “experienced 


nurses,” or volunteer workers. In a few instances this department seems 
well equipped and well organized, in others the activities are somewhat 
haphazard. 

X-Ray’ 


Thirty-three hospitals are reported. Most of these seem to be adequately 
equipped for film and fluoroscopic work for children, although four report 
that they consider their facilities inadequate. 

Four report they do not have high-speed radiography, i.e., less than 
100 ma. (Twenty stated 1/20 of a second at 50 ma.) 

If high-speed radiography were supplied this would be an advantage, 
especially in chest cases. However, it was only a few years ago that most 
laboratories had no more than 30 to 50 ma. available, and that amount 
can be made to serve fairly well in most cases. 

Three report no portable equipment. 

After all, it is comparatively seldom that a child cannot be brought to 


‘We are indebted to Dr. Rose of the Presbyterian Hospital, Chicago, for aid in 
preparing this portion of the report. 
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the x-ray department. Even a fracture bed can usually be rolled into the 


department for films. 


Four do not have 24-hour service available, although 23 report being 


able to care for emergencies. 


Part-time work is a disadvantage so far as emergency work is con- 
cerned. However, emergency work, fractures, foreign bodies, etc., may 


be rare experiences for these hospitals. 


The equipment for therapeutic work varies a good deal among the 
various hospitals. Eight are equipped for treatment up to 200 kvp.; one 
has 160 kvp.; three have 140 kvp.; one has 135 kvp.; one has 130 kvp.; 
two have 120 kvp.; three have 100 kvp.; eight report less than 100 
kvp.; four state they have no therapy, and in two therapy is cared for 
elsewhere. (One writes “220 kvp.,” but says ‘“‘not equipped for deep 
therapy”; therefore, it is assumed they mean 120 kvp.) Some which are 
equipped for treatment report very few treatments given. 

It would seem that there are few, if any, conditions in children which, 
in the present state of our knowledge, cannot be treated quite satisfac- 
torily with voltages no higher than 135-140 kvp. (kilovolts peak). 
Superficial therapy, such as for skin lesions, is of course given with lesser 
voltages—approximately 90 kvp. 

Few hospitals reported interns in the x-ray department, although there 
may be more than were reported. 


While it is doubtless true that the arrangement of the x-ray depart- 
ment in many instances is such that the intern can be of only compara- 
tively little assistance, nevertheless the x-ray internship is one of the very 
valuable means of teaching the younger men, and a most excellent method 
of spreading knowledge of the many ways in which x-ray departments 
may be of help to the clinician in the solving of his problem cases. 

The relative number of plates taken plus the deep and superficial 
treatments given in the various departments during the fiscal year (1932- 
1933) may be of interest. 

The total number of plates taken varies from 1,014 to 27,025. Ten 
reported over 5,000 plates taken, only five reported over 10,000. Ten 
reported under 3,000. 

Twenty-one departments reported that they gave superficial x-ray 
treatments, the number varying from four to 478. Only two gave over 
100 superficial treatments. 

Only 13 reported that they gave deep treatments, only four gave more 
than 100 such treatments during the year 
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HospitaL X-RAY AND LABORATORY 
Kacil. hleetro- 
Clin. Bact. Serol. for cardio- 
X-ray Lab. Lith. Liab. Simple graph 
Hospital Adequate Adequate Adequate Adequate Photo, Adequate 


hth. ees Yes Yes Yes Yes Yes 

2 Yes Yes Yes No Yes No 

3 Yes Yes Yes Yes Yes Yes 

4 Yes Yes Yes Yes Yes Yes 

5 Yes Yes Yes Yes Yes Yes 

6 Yes Yes Yes Yes Yes Yes 

7 Yes Yes Yes Yes Yes Yes 

8 No? Yes Yes Yes Yes Yes 

9 Yes Yes Yes Yes Yes Yes 
10 Yes Yes Yes Yes Yes Yes 
heer Yes ? Yes ? Yes ? Yes ? Yes No 
13 Yes No Yes Yes Yes Yes 
ie .. Yes Yes Yes Yes Yes Yes 
i ea No ? Yes Yes Yes Yes Yes 
6). ee 2 OS Yes Yes Yes Yes Yes 
Pre en: Yes Combined No Yes 
BS? hein «x eS Yes Yes Yes Yes Yes 
BO! at.5, 5 ie MS Yes Yes Yes Yes Yes 
20 S227 Mes Yes Yes Yes Yes Yes 
21 oa ce eS Yes Yes Yes Yes Yes 
22 ree Cy Yes Yes No Yes No 
23 25 MES? Yes Yes ? Yes ? Yes Yes 
24 Yes Yes Yes Yes Yes Yes 
25 ee Yes Yes Yes Yes No 
26). Yes Yes Yes Yes Yes Yes 
QT. os vissis tals, WES Yes ? Yes Yes Yes Yes 
28): ss les Yes Yes Yes Yes Yes 
29 oa > SO No No No Yes Yes 
30 Yes Yes Yes Yes Yes Yes 
Bs. Yes Yes Yes Yes Yes No 
: eae Yes Yes Yes Yes Yes 
33 Yes Yes Yes Yes Yes Yes 
542... Yes Yes Yes Yes Yes Yes 
35 Yes Yes Yes Yes Yes Yes 


Laboratories and Pathological Departments” 

The section of the questionnaire dealing with hospital laboratories and 
pathological departments was detailed enough to give a fairly accurate 
impression of the relative efficiency of these laboratories. 

Only one detail of the questionnaire aside from those apparent on the 
chart will be reported here; this concerns the percentage of necropsies 


secured. 
“We are indebted for this criticism to Dr. C. W. Apfelbach, pathologist of the 
Presbyterian Hospital, Chicago. 
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Twenty-nine hospitals replied to this section of the questionnaire. 
Among the 29, 17 reported better than a 50‘; average for necropsies. 
Ten average 60% or better; nine, 70‘, or better; and three, 80% or 
better. One reported 907, another 96‘,;. The two latter figures represent 
an unusually high percentage for any hospital. 

Only three hospitals reported less than 40‘% necropsies. 

These figures indicate that the pathological departments of most of the 
children’s hospitals are aware of the value of securing necropsies upon all 


deaths and make particular efforts to secure them. 


Laboratory and pathological qualifications—Each questionnaire was 
graded according to the apparent qualifications of the persons in charge 
of the departments of pathology, bacteriology, chemistry, and clinical 
pathology; on the equipment available, not only for routine work, but 
also for experimental studies; on the percentage of necropsies secured; on 
the degree of association of the interns with laboratory and pathological 
departments; and also on the variety of laboratory studies that seem to 
be included as part of routine work. 

Starting with the hospitals that seemed to be most complete, the word 
“excellent” is used. Grading from this to “inadequate,” there are included 
“very good,” “good,” and “fair.” 


The questionnaires fall into the following groups: 


we 


Excellent 


Very good a wet 2 
Good ; ' v8 . 8 
Fair ed ene 16 
Inadequate . oy . 4 


Questionnaires Nos. 10 and 21 are insufficiently filled out for grading. 

Those grouped in the class “fair” would, on examination of the 
questionnaire alone, without reference to other questionnaires, seem to 
be well equipped for good work in most instances. However, on compari- 
son with the qualifications of the hospitals included in the three upper 
groups, distinct inadequacies are revealed; among the latter are included: 
part-time pathologist, etc.; insufficient equipment; lack of association of 


interns with laboratory work; etc. 


Comment 

Generally the hospitals concerned in this report seem well equipped to 
carry on work in physiotherapy which, of course, is a most important 
field of therapy when working among children. As previously noted, 24 
hospitals maintain a separate department of physiotherapy, 15 of these 


have full-time directors, and 23 full-time technicians. The committee 
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- feels that a physiotherapy department, if its work is to be handled efh- 
ciently, must have at least one experienced, well trained, full-time 
worker. Practically all forms of treatment listed in the chart should be 
available. 

Diet kitchens in each hospital are apparently in charge of well trained, 
experienced dietitians. This situation is commendable, for in these insti- 
tutions proper food plays a large part in expediting recovery. 

Twenty hospitals report that the staff physicians and dietitians co- 
operate in the supervision of standard special diets. Among the others 
either the dietitian alone or physician alone supervises the diet. We 
believe the first plan to be much more effective. 

Relatively few of the hospitals (eight) have a dietitian assigned to the 
dispensary alone. In many instances the dispensary attendance is not 
large enough to warrant the full-time service of a dietitian. Among 
these the dietitian serves as she is needed in the dispensary. 

In no dispensary is dieting advice available to other than dispensary 
patients. Only one reports this service available to the community at 
large. 

Occupational therapy should be available in every hospital in which 
there are convalescents, unless that activity is provided in an associated 
convalescent home. Only four hospitals indicate that they maintain 
convalescent homes; 20 provide facilities for occupational therapy. These 
figures suggest that there are several institutions which might be im- 
proved in this respect. In 12 instances the department of occupational 
therapy is apparently very excellently organized, well equipped, and 
competently directed, as it should be in every hospital in which there is 
an appreciable number of convalescents, no matter whether their stay is 
to be long or short. 

Schooling should be provided for convalescents in all hospitals if they 
are to be invalided for any length of time. Six provide this instruction 
only in their convalescent home. Six do not afford this advantage to 
convalescents. Commendably, public school systems co-operate and 
provide full-time teachers in 18 instances, and five hospitals consider this 
work to be important enough to employ private teachers. 

Play activities among the patients of 28 hospitals are for the most part 
well cared for, 11 hospitals assigning special teachers and in some instances 
trained playground teachers do the work. Among a few institutions this 
work is carried on by volunteer workers and may or may not be satis- 
factory in these instances according to the ability of the volunteer. 

X-ray departments in all of the hospitals seem efficient although four 
state that their department is inadequate. The number of treatments 
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given in most of the institutions is relatively small when compared to 
figures from a hospital of similar size, which is primarily used for adults. 
This fact, of course, does not indicate that the children’s hospitals are 
negligent in giving x-ray treatments, but rather that conditions indicat- 
ing treatment by x-ray are more common among adults. 

If our grading of the pathological, serological, chemical, and bac- 
teriological laboratories of the various hospitals has not been too severe, 
there seems to be considerable room for improvement there. Only 39.3% 
of these laboratories were able to achieve a rating of good, very good, or 
excellent and only 9% excellent. Sixty and six-tenths per cent were 
rated as fair or inadequate but only 12.1% could be classified as in- 
adequate. 

In most instances the laboratory departments seem aware of their 
deficiencies and are making definite efforts to correct them. 





2, 
————_—% 


Mr. John A. McNamara Becomes Director 
of the Cleveland Hospital Service Association 


Mr. John A. McNamara, who for eight years was managing editor of 
the Modern Hospital, has accepted the appointment of director of the 
Cleveland Hospital Service Association. Mr. McNamara’s wide experi- 
ence in the hospital field, his intimate understanding of hospital problems, 
and his recognized ability as an organizer and administrator will insure 
for the Cleveland Hospital Service Association a successful development 
of their plans for group hospitalization insurance. 

The president of the association is the Hon. A. D. Baldwin, attorney 
and former president of the Welfare Federation of Cleveland. 

Eleven hospitals affiliated with the Community Fund are participating 
in the project, which has been in the process of development for months. 
The hospitals are Charity, Evangelical Deaconess, Glenville, Huron 
Road, Lakeside, Mount Sinai, St. Alexis’, St. Ann’s, St. Luke’s, and 
Woman’s. 

The plan provides: 

That for $7.20 a year each, groups of 10 employees are entitled to up to 
21 days of ward service a year, and for $9 each up to 21 days in a 
semi-private room. 

That admission to a hospital is to be made on recommendation of any 
physician chosen by the subscriber. The insurance deals only with hos- 
pital bills and provides nothing for payment of physicians. 

That hospital care will include bed and board, general nursing service, 
technical x-ray service, operating room service, including anesthesia; 
routine laboratory service and ordinary drugs and dressings. 
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The American Hospital Association 
at A Century of Progress 


Visitors to A Century of Progress will be very much interested in 
the exhibit of the American Hospital Association. The exhibit in the 
Hall of Science is attracting the attention of a great many visitors. The 
Association booth is located in one of the most advantageous sites on the 
street level floor, directly off the aisle between the main entrance and exit 
of this building, and along one of the most prominent corridors. 


The committee in charge of this exhibit—Mr. Paul Fesler, chairman, 
Mr. Asa S. Bacon, and Mr. Wallace Morton, president of the Hospital 
Exhibitors’ Association—has gone to great pains to make the Association 
booth attractive. Through the courtesy of Mr. Perry Swern, a leading 
hospital architect, who designed the arrangements for the booth, the 
Association was enabled to stage one of the most attractive exhibits in 
the Hall of Science. Ten large panels are arranged in a semi-circle around 
the walls of the booth 20 feet deep and 40 feet wide. These panels are 
attractively trimmed in rustless metal and each contains a window for 
the display of the exhibit. 

One of the prominent features is the series of hospital paintings and 
etchings done by the talented young artist, Miss Kaye Bishop, a daughter 
of Howard Bishop, superintendent of the Robert Packer Hospital. The 
scenes were taken from life and were painted at the Hahnemann Hospital, 
Philadelphia, and loaned to the Association through the courtesy of Mr. 
John M. Smith. 

The American Dietetic Association has an exhibit of hospital diets 
portraying food selections as they were in the older hospitals and as they 
are today which is particularly worthwhile. The exhibit of old instru- 
ments and the workings of a hospital library, together with dioramas, 
complete a highly creditable exhibit and one which merits and receives 
the praise of the officials of A Century of Progress. 


The Committee on Public Education of the American Hospital Asso- 
ciation is arranging a series of pamphlets for distribution to our visitors 
at the Association booth. 
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Congress Fails to Pass Legislation 
Granting Authority to the RFC 
to Make Loans to Hospitals 


HE AMERICAN Hospita ASSOCIATION was very active, during the 

last session of Congress, in supporting the amendments S. 2640, in- 

troduced by Senators Clark and Patterson, and H. R. 7804, intro- 
duced by Mr. Cochran of the House of Representatives, authorizing the 
Reconstruction Finance Corporation to make loans to hospitals on the 
same basis as to commercial and industrial organizations. The bills met 
with such sympathetic consideration on the part of individual members of 
Congress that there was considerable hope that these amendments might 
be enacted into laws. Practically every member of Congress who was 
interviewed manifested a favorable attitude toward the passage of some 
such remedial relief action by Congress. 

The amendments were referred by the Banking and Currency Com- 
mittee of the Senate, of which Senator Duncan U. Fletcher of Florida is 
chairman, to both the Treasury Department and the Reconstruction 
Finance Corporation. Each of these departments rendered an unfavorable 
cpinion on the proposed legislation and these opinions are printed below 
for the information of the hospital field. 

Senator Fletcher, in a personal interview with the Executive Secretary, 
advised that in view of the unfavorable attitude of the Treasury Depart- 
ment and the Reconstruction Finance Corporation toward this legislation, 
favorable action would not be taken at this session of Congress. 


TREASURY DEPARTMENT 
WASHINGTON 
February 27, 1934. 
Dear Mr. Chairman: 

Receipt is acknowledged of your clerk’s letter of February 10, 1934, 
transmitting a copy of the bill, $. 2640, ‘““Authorizing the Reconstruc- 
tion Finance Corporation to make loans to certain hospitals,” and re- 
questing a report thereon. 

By the terms of the bill the Reconstruction Finance Corporation is 
authorized to make loans to any public or private hospital organized under 
the laws of any State, under the same conditions as are prescribed for 
loans to financial institutions. 

The bill proposes to extend the lending power of the Reconstruction 
Finance Corporation into a new field, wholly outside its principal function 
to date, that of assisting in the rehabilitation of credit institutions. Such 
extension appears to this Department to be unwise. Furthermore, addi- 
tional funds would undoubtedly be required to enable the Corporation to 
make such loans and in this connection, it is to be noted that the Presi- 
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dent, upon approving the Act extending the life of the Reconstruction 
Finance Corporation, specifically requested that its expenditures be held 
within the limit of $500,000,000 in the next fiscal year. 
It is therefore recommended that the bill be not enacted. 
Respectfully, 


(Signed) STEPHEN B. GIBBONS, 
Acting Secretary of the Treasury. 
Honorable Duncan U. Fletcher 
Chairman, Banking and Currency Committee, 
United States Senate, Washington, D. C. 





RECONSTRUCTION FINANCE CORPORATION 


WASHINGTON, D. C. 
April 14, 1934. 
Honorable Duncan U. Fletcher, Chairman 
Senate Committee on Banking and Currency 


Washington, D. C. 
Dear Mr. Chairman: 


The Board of Directors has carefully considered S. 2640, a copy of 
which was inclosed with Mr. Sparkman’s letter of February 10, 1934, 
requesting a report thereon. 

This bill, if enacted into law, would authorize the Reconstruction 
Finance Corporation to make loans to any public or private hospital 
organized under the laws of any State, upon the same terms and condi- 
tions as are applicable to the loans to financial institutions which the 
Corporation is now authorized to make under Section 5 of the Recon- 
struction Finance Corporation Act. 

Inasmuch as the question of whether this Corporation’s powers should 
be so extended into such a broad field and one that might require a large 
amount of money, is so purely a legislative matter, the Directors of the 
Corporation feel that they should not undertake to express any opinion 
with respect to the question. 

They would like to draw to the attention of the Committee, however, 
the fact that the loans contemplated by S. 2640 differ materially from 
the type of loans which it is the principal function of the Corporation 
to make at present, since hospitals are not, like banks, insurance com- 
panies, building and loan associations, and similar credit institutions, now 
eligible to borrow under the Reconstruction Finance Corporation Act, 
an integral part of the nation’s credit structure. 

The Directors would like to suggest that if loans such as those con- 
templated by the attached bill are to be authorized, funds for the purpose 
should be provided in the legislation. It is believed that the Corpora- 
tion’s available funds should not be diminished by utilizing part of them 
for purposes varying considerably from the purposes set out by the Acts 
under which the Corporation is now operating. 

Very truly yours, 
(Signed) G. R. Cooksey, 
Secretary. 
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Hospitals and the Bituminous Coal Code 


On May 28, without the hospitals’ having an opportunity to be heard, 
General Hugh S. Johnson, the Administrator for Industrial Recovery, 
issued Administrative Order No. X-39, which is as follows: 


“ADMINISTRATIVE ORDER NO. X-39 


“Objections having been filed to the provisions of Administration 
Order No. X-4 of January 23, 1934, by members of the coal industry, 
and it having been established to my satisfaction that justice requires 
the modification of said Order insofar as it affects the sale of any coal 
to hospitals of the United States which are supported by public subscrip- 
tion or endowment and are not operated for profit: 

“Now, THEREFORE, pursuant to the authority vested in me by Exec- 
utive Orders of the President, including Executive Order No. 6543-A 
dated December 30, 1933, and otherwise; it is hereby ordered that the 
provisions of Administrative Order No. X-4, dated January 23, 1934, be 
and they are hereby modified, and it will henceforth be understood that 
members of the Bituminous Coal Industry, the Wholesale Coal Industry 
and the Retail Solid Fuel Industry, or others are not exempted in any 
respect from full compliance with provisions of such coal codes in selling 


Can Se SanprER. “(SIGNED) Hucéu S. JoHNson, 
“Administrator for Industrial Recovery. 

“Approval Recommended: 

“(SIGNED) _ K. M. Smpson, 

Division Administrator.” 

Under the provisions of this order, coal wholesalers were authorized to 
make advances in price per ton of coal, which would add to the cost of 
hospital operation in this country many hundreds of thousands of dollars. 

Dr. N. W. Faxon, chairman, Dr. Winford H. Smith, and the Hon. 
William F. Montevan, representing the Joint Hospital Committee, ap- 
peared before the Administrator for Industrial Recovery and presented a 
vigorous protest against Administrative Order No. X-39. This com- 
mittee was advised that its protest would be given consideration, and a 
door was left open for possible modification of this order. The Executive 
Secretary, on behalf of the hospitals, sent the following telegram protest- 
ing against the order and asking that the hospitals be granted relief: 


GENERAL HUGH JOHNSON 

NATIONAL RECOVERY ADMINISTRATOR 

WASHINGTON D C 

THE AMERICAN HOSPITAL ASSOCIATION ON BEHALF OF 


THE HOSPITALS OF THE UNITED STATES EARNESTLY RE- 
QUEST THAT YOU GIVE CONSIDERATION TO MODIFICA- 
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TIONS OF YOUR ORDER NO X 39 OF MAY 28 GRANTING 
EXEMPTION TO THE COAL INDUSTRY FROM THE PROVI- 
SIONS OF YOUR ORDER X 4 GRANTING EXEMPTION TO HOS- 
PITALS FROM PROVISIONS OF THE INDUSTRIAL CODES STOP 
IN 1933 THESE HOSPITALS ADMITTED AND TOOK CARE OF 
MORE THAN TWO MILLION INDIGENT AND UNEMPLOYED 
PATIENTS FROM WHOM THEY RECEIVED NO REMUNERA- 
TION STOP THE PROPORTIONATE CHARITY SERVICE 
WHICH THESE HOSPITALS ARE NOW EXTENDING IN 1934 
IS AS GREAT AS IT WAS IN 1933 STOP THE PRICE OF COM- 
MODITIES HAS INCREASED THE COST OF OPERATION OF 
THESE INSTITUTIONS BUT SO LONG AS THEY KEEP THEIR 
DOORS OPEN THEY MUST CONTINUE TO ACCEPT THE INDI- 
GENT AND UNEMPLOYED WHO ARE SICK AND APPEAL TO 
THEM FOR HELP STOP THEIR CHARACTER AS INSTITU- 
TIONS OF CHARITY AND THEIR IMMENSE CONTRIBUTION 
TO THE PUBLIC WELFARE SHOULD ENTITLE THEM TO 
EVERY CONSIDERATION IN ANY PROGRAM CONCERNED IN 
OUR NATIONAL RECOVERY STOP THE HOSPITALS OF THE 
UNITED STATES HAVE CONSISTENTLY SUPPORTED AND 
FOLLOWED YOUR PLANS AND RENDERED EVERY POSSIBLE 
ASSISTANCE TOWARD THEIR COMPLETE SUCCESS STOP 
THE PROMULGATION OF ORDER X 39 EXEMPTING THE COAL 
INDUSTRY FROM THE PROVISIONS OF X 4 WAS MADE WITH- 
OUT THE HOSPITALS BEING GIVEN AN OPPORTUNITY TO 
BE HEARD STOP THESE INSTITUTIONS IN ADDITION TO 
TAKING CARE OF MORE THAN SEVEN MILLION OF THE SICK 
POPULATION OF THIS COUNTRY EVERY YEAR CON- 
STANTLY EMPLOY OVER SIX HUNDRED THOUSAND PEOPLE 
STOP THE WORKINGS OF X 39 WILL IMPOSE AN UNUSU- 
ALLY HEAVY BURDEN UPON THE OPERATING DISBURSE- 
MENTS OF ALL OUR HOSPITALS AND THE INCREASE IN 
PRICES OF COAL SOLD TO THESE INSTITUTIONS DOES NOT 
BENEFIT THE COAL MINER HIMSELF NOR THE COAL MINE 
OPERATOR BUT FOR THE LARGEST PART IF NOT ENTIRELY 
GOES DIRECT TO THE DISTRIBUTOR WHO IS CARRYING ON 
HIS BUSINESS WITHOUT ANY MATERIAL INCREASE IN OPER- 
ATING COSTS AND THE ADVANCES REQUESTED UNDER THE 
CODE PROVISIONS PRACTICALLY CONSTITUTE A DIRECT 
GIFT ON THE PART OF THE CONSUMER TO THE DISTRIB- 
UTOR AND NOT TO THE COAL MINER NOR TO THE COAL 
MINE OPERATOR STOP WE ASK YOUR EARNEST PER- 
SONAL CONSIDERATION OF THIS REQUEST AND HOPE YOU 
WILL FIND SOME MEANS BY WHICH RELIEF TO THE HOS- 
PITALS OF THIS COUNTRY MAY BE EXTENDED. 


BERT W CALDWELL M D 
EXECUTIVE SECRETARY 


July, 1934 [109] 





THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


In reply to this wire, under date of June 23, the following telegram 
was received from the Hon. V. J. Clark, Deputy Administrator: 





BERT W CALDWELL EXECUTIVE SECRETARY 
AMERICAN HOSPITAL ASSOCIATION 
18 EAST DIVISION ST 


RE YOUR TELEGRAM TO GENERAL JOHNSON ON BEHALF 
OF AMERICAN HOSPITAL ASSOCIATION STOP N W FAXON 
THE CHAIRMAN OF THE BOARD OF TRUSTEES AND PRESI- 
DENT OF THE AMERICAN HOSPITAL ASSOCIATION CON- 
FERRED WITH THE NATIONAL RECOVERY ADMINISTRA- 
TION ABOUT THESE MATTERS TWO WEEKS AGO STOP 
DOCTOR FAXON SUPPORTED ORDER X 4 AND PROTESTED 
AGAINST ORDER X 39 AT THAT TIME STOP WE ARE IN 
COMMUNICATION WITH HIM ABOUT THESE MATTERS AT 
THIS TIME STOP WE TRUST THAT A SOLUTION OF THE 
PROBLEM CAN BE FOUND WITHOUT HARDSHIP TO ANY- 
ONE. ' 
V J CLARK q 

DEPUTY ADMINISTRATOR F 
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The Hospitals and Federal Action 
in Social Welfare 


Dr. Nathaniel W. Faxon received the following interesting communica- 
tion from Mr. Linton B. Swift, chairman of the Committee on Federal 
Action in Social Welfare of the American Association of Social Workers, 
which is of decided interest to hospitals: 


AMERICAN ASSOCIATION OF SOCIAL WORKERS 
130 E. 22nd Street, New York, N. Y. 
COMMITTEE ON FEDERAL ACTION IN SociAL WELFARE 
April 9, 1934 
To Members of the Committee: 

The American Association of Social Workers Conference on Govern- 
mental Objectives at Washington on February 17, 1934, formulated a 
statement upon the responsibility of federal, state and local governments 
in meeting the costs of free medical care outside the home from public 
funds. Underlying principles were discussed the following day at a meet- 
ing of the general committee in Washington, and the Steering Committee 
now submits for your approval or disapproval the following statement 
based thereon, for transmission by the Committee on Federal Action in 
Social Welfare to the Federal Emergency Relief Administration and to 
the chapters of the American Association of Social Workers, and for 
such other uses as may seem appropriate. 

LINTON B. Swirt, Chairman. 


Statement upon Hospital and Clinic Care 

Our greatest concern as social workers is the meeting of human needs, 
and particularly (with reference to the FERA) the relief needs grow- 
ing most directly out of unemployment. Hospital care and other forms 
ot medical service outside as well as in the home are an essential part of 
a rounded unemployment relief program. Provision therefor by public 
relief agencies, for the families and individuals under their care, is rela- 
tively just as essential as food, clothing and shelter and other accepted 
elements of a relief program. 

We recognize that with the overcrowding of public hospitals and 
clinics, private facilities in many communities are having a greatly in- 
creased burden of free care thrust upon them, accompanied by a decrease 
both in contributions for such free service and in operating income. In 
so far as this increased burden of free care arises from services to families 
referred by or under the care of public relief agencies, we recognize the 
obligation of Government to meet the costs from tax funds. The Federal 
Government’s share of that obligation would be the same as that which 
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it has already assumed for other expenditures in the unemployment relief 
program. 

While we thus recognize a legitimate charge for these services upon 
federal, state and local tax funds, several questions arise as to the pro- 
cedures and the circumstances under which this responsibility should be 
met. 

In the first place, although there has been an increase in the adequacy 
and standards of relief throughout the country during the past year, 
relief standards are still exceedingly inadequate in many communities. 
This is particularly true of the provision for shelter, the inadequacy of 
which in many communities is having serious results in overcrowding, 
bad sanitary conditions, and the eviction of families for non-payment of 
rents. This has been true even when there has been relatively liberal pro- 
vision of Federal and state relief funds; with the more restricted program 
now being inaugurated in Washington, and the prospect of reduced relief 
grants from the Federal Government to the states, it seems evident that 
standards and adequacy of relief will become lower than in the recent 
past. Under such conditions, unless greater relief appropriations are 
made by the Federal and State Governments, there is serious question 
whether available funds should be spread thinner through the addition 
of new charges thereon. 

In the second place, as far as the use of private facilities is concerned, 
we are opposed to support of such facilities through subsidies from public 
funds, particularly where such subsidies are in the form of lump sum 
grants. Experience has shown that when such a system is allowed to 
develop in any field, it is very difficult to regulate the type or quality 
of service given, and the opposition of private organizations to loss of 
their subsidies has hampered future development of public services in 
that field. 

Payment from public funds on an individual service basis, for private 
medical services to persons under the care of public relief agencies, how- 
ever, is in a somewhat different category. It can be increased, decreased, 
or stopped, in accordance with the quality and quantity of services ren- 
dered. Save where an institution depends thereon for income to support 
its other activities, it is in somewhat the same category as the purchase 
of other specific services by Government from individuals or business and 
other organizations. The chief question which arises is as to whether, 
when Government is purchasing a major part of the services of a given 
institution for an extended period, it might not develop such services 
more effectively and more economically under its own auspices. 

With all of the foregoing considerations in mind, we urgently recom- 
mend that more adequate provision be made from Federal, state and local 
public funds for a rounded relief program, including medical and hos- 
pital care outside the home. Where adequate public hospital and clinical 
service is not now available, steps should be taken as rapidly as possible 
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toward the development of such services as may be needed for any 
extended future period, and in the meantime private facilities should 
be used and paid for on an indivdual service basis by public agencies for 
the persons under their care. Rules and regulations “governing medical 
care outside the home to recipients of unemployment relief” should be 
formulated by the FERA, similar to “Rules and Regulations No. 7,” 
governing medical care in the home. 

This will mean an increased charge upon federal funds, and grants 
thereof to the states should be increased accordingly, with a resultant 
increase in the federal appropriation to the FERA. The amount of 
increased charge, which might run as high as $100,000,000, should be 
estimated carefully. In many states it will also require proportionately 
increased allotments from state and local funds. 

Mr. Swift referred the “Statement” of the committee to Dr. Faxon 
for comment. Dr. Faxon’s sound analysis of the “Statement” is inter- 
pretative of the thought of the hospital field upon this most important 
phase of social relief. 


Dear Mr. Swift: 

Since writing you regarding the “Statement Upon Hospital and Clinic 
Care” I have reread the Statement and desire to make these additional 
comments upon it. In general, hospital administrators and hospital asso- 
ciations can and will agree with the statements made and policies out- 
lined. This could scarcely be otherwise, because the demands made upon 
social organizations and upon hospitals, the work that they do, the 
problems that they have to meet, are practically the same with the single 
exception that in regard to hospitals they have always the added compli- 
cation of sickness, whereas in regard to social organizations this is true 
only in certain cases. Consequently it is to be expected that, if we are 
sincere, our solutions will be very much alike. 

There seems to be one point, however, upon which there is a tendency 
to diverge, namely, upon the point as to whether patients for which the 
Government, and by this I mean any governmental unit whether Federal, 
state, county or municipal, accepts financial responsibility for their care, 
should be cared for in public or voluntary (private) hospitals. On 
page 2 in the next to the last paragraph [paragraph 6 of the ‘‘Statement” | 
—‘The chief question which arises is as to whether, when Government 
is purchasing a major part of the services of a given institution for an 
extended period, it might not develop such services more effectively and 
more economically under its own auspices.” Upon this statement I would 
like to make the following comments: As to the economic soundness of 
this as a general principle there can be little disagreement, but emphasis 
should be placed strongly upon two points—“major part of services,” 
and “for an extended period.” Unless this is done careless interpretation 
may lead to the principle and policy of the Government caring for its 
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patients only in public hospitals, whereas, if I am correct, the intention 
is that this shall be done only when it has been shown that there is a 
consistent and continued demand upon a major part of the facilities 
offered by the hospital under consideration by this class of patients. Even 
then exceptions might arise, as for instance in small communities where 
there is only one hospital, where there is no economic need for two 
hospitals, and where all types of patients—private, part pay, free, and 
public wards—are and can be most economically cared for in one insti- 
tution. Under such circumstances I can conceive of conditions where 
the operation of such a hospital by a private organization would be just 
as effective if not more so than governmental and where a shift to 
governmental control would accomplish no useful purpose. If you can 
subscribe to this interpretation and such qualifications, and I imagine that 
I am really expressing considerations which you have already made and 
accepted, then there is no disagreement in our thoughts and policies. 

In the next paragraph there occurs a similar recommendation. ‘Where 
adequate public hospital and clinical service is not now available, steps 
should be taken as rapidly as possible toward the development of such 
services as may be needed for any extended future period, and in the 
meantime private facilities should be used... .” If we grant, in con- 
sideration of this point, that the combined private and public facilities 
are adequate to care for the demands for hospitalization and _ clinic 
service, then it would be an economic mistake to provide additional 
hospital beds or additional dispensaries, a move which could only result 
in forcing into disuse existing facilities. The real point, as I see it, is 
not whether public facilities are insufficient, but whether the combined 
facilities are unable to meet the demand. Moreover, to expand public 
acilities either by building or purchase of private institutions until it 
has been established with certainty that this demand is consistent and 
permanent would also be economically unwise, as has been previously 
pointed out. Consequently, unless this statement be duly qualified both 
as regards extent of demand (“major portion”), as regards consistency 
of demand (“extended period”), and also as regards the adequacy of 
the combined facilities existing in the community, it may lead to wrong 
interpretation and action. 

With these comments and qualifications included I can not only 
agree with the statements made, but further say that the American 
Hospital Association is greatly pleased to learn that the American Asso- 
ciation of Social Workers is developing a program that so closely 
coincides with its own. These organizations should work closely together 
and we are very appreciative of your thoughtfulness in submitting your 
statement for our consideration. I trust that we may be able to co-operate 
with you in this and other programs. 

Very truly yours, 
NATHANIEL W. Faxon. 
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lowa’s Law for the Care 
of the Indigent Sick 


RosBert E. NEFF 
Administrator, University of lowa Hospitals, lowa City 


HE UNiversity OF Iowa Hospitats, both General and Children’s, 

operate under a law which provides for the commitment of indigent 

patients by the judges of their respective courts, following an 
investigation of the financial status of the patient and after a physician 
appointed by the court has filed a report recommending the commitment 
of the patient to the hospital for medical, surgical, or obstetrical care. 
Emergency cases are admissible without these preliminaries when, in the 
judgment of the court, delay might prove serious to the patient. It is 
necessary, however, for the hospital to obtain telegraphic guarantee in 
such cases. The law further provides that only patients showing a 
reasonable probability of being benefited by active treatment are eligible, 
and any patients not of this character who might be committed, the 
law specifically directs the hospital admitting officer to reject. Mental 
patients or other types of cases who might be dangerous to other patients 
may also be denied admission. 

The legislature makes an appropriation in the biennial budget of the 
state for the maintenance of the hospitals which is made available 
monthly through the presentation of bills for the care of committed 
indigents on the basis of actual cost. This appropriation is paid from 
the state treasury, no portion of which is charged back to the county 
from which the patient comes. The traveling expenses of the patient 
together with those of an escort, if necessary, shall be paid by the 
hospital and charged to the hospital appropriation along with the expense 
of the patient’s treatment when specifically and individually ordered by 
the committing court. In about 50% of the cases the courts require 
the patients to provide their own means of transportation to and from 
the hospital, thereby conserving the hospital funds in large measure. 

During recent years a situation developed in which the demand upon 
the hospital for indigent patient service was far greater than the state 
appropriation would provide. The law placed no limit upon the number 
of cases which the courts in the 99 counties might commit, and at the 
same time the appropriation was definitely limited and would provide 
care for only a correspondingly limited number of cases. Commitments 
were received at the hospital far in excess of what the appropriation was 
able to provide; consequently a waiting list of more than 5,000 com- 
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mitments accumulated, much to the distress of the hospital administration 
and to the dissatisfaction of the hospital clientele. This situation pre- 
vailed for two years or more, during which time the hospital was able 
to accept comparatively few patients beyond those represented as emer- 
gencies by local physicians. As many as 30 or so emergency cases 
per day were ordinarily admitted and those regardless of the counties 
from which they came. The administrative policy compelled the prompt 
acceptance of emergency cases without regard to county residence when 
referred by the local physician. Those counties therefore which depended 
to a large extent upon the hospital and presented their emergency cases 
were those which obtained the largest portion of hospital service. In 
time this led to an inequitable distribution of the service among the 
counties which under the prevailing conditions the hospital could not 
avoid. Counties which were not obtaining a reasonable share of the 
hospitals’ services complained of this inequitable distribution of service 
since the hospital appropriation was paid from the general funds of the 
state to which each and every county made a contribution through the 
general tax levy. The hospital authorities soon recognized the need of a 
remedy for this situation and after the consideration of the various 
factors involved, the governing board of the institution agreed upon a 
quota plan and proposed that the hospital law be modified in a way that 
would authorize the hospital to extend its services more equitably to all 
counties alike on the basis of population. 

During the extra session of the Iowa legislature last winter therefore 
a quota plan was proposed in a modified law, together with several other 
points which were considered necessary for improving the law as would 
provide proper and adequate care for the indigent sick of the state, and 
at the same time furnish ample and varied types of patients for medical 
teaching. 


The modified law was passed and became effective February 24, 1934. 
One of its most important provisions makes possible the prompt care of 
the indigent sick either at the University Hospital or at home. If the 
University Hospital can accept the patient within 30 days after the 
date of application, the patient is accepted and cared for at the hospital 
at the expense of the hospital appropriation. If the patient cannot be 
received at the University Hospital within 30 days, then the court shall 
direct the county board of supervisors to provide care for the patient at 
home or in a hospital at county expense. If the University Hospital 
cannot accept an emergency case immediately upon reference by local 
county authorities or physician, then the court shall direct the county 
board of supervisors to provide care at home or in a hospital at county 
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expense. In other words, the indigent patient in the state of Iowa 
today is assured of prompt medical and hospital care. The University 
Hospital by no means is able to meet the entire demands for the hospital 
care of all the indigent sick in the state, but by this plan keeps its beds 
filled and has the assurance of an even flow of patients for clinical teach- 
ing. Further, the overflow is provided for in the various community 
hospitals. The law therefore is advantageous to the community hos- 
pitals since local care is provided by the board of supervisors when 
service is not available at the University Hospitals. Formerly, the law 
made no provision for the care of the patient at home. 

This provision makes it impossible for a waiting list to accumulate at 
the University Hospital and the hospital can make reservations and 
accept only those patients for whom it may reasonably anticipate ad- 
mission within 30 days from the date of application. Cases represented 
by referring physicians as having emergency conditions are given ad- 
mission dates in preference to those cases in which no emergency is 
indicated. By means of bulletins the hospital endeavors as far as possible 
to keep the various county clerks informed as to those types of cases 
which can be accepted within the 30-day limit (by departments or 
clinical services, as general surgery; genitourinary surgery; gynecology; 
neurology; general medicine; eye; dermatology; ear, nose, and throat, 
and pediatrics—obstetrical and orthopedic cases are exempt under 
the 30-day limit), thereby making it unnecessary for the county authori- 
ties to communicate with the hospital in each case before committing 
patients. For those clinical services which cannot be so determined and 
the information kept before the counties, it is necessary for the county 
authorities to ascertain whether accommodations are available at the 
University Hospital before executing commitment. Where no emergency 
exists this may be done by letter. 


ooo THE COUNTY quota of patients based on population is a noteworthy 

provision in the law and eliminates the possibility of an inequitable 
distribution of the indigent service. The plan obligates the University 
Hospital to treat during the fiscal year a number of committed indigent 
patients from each county which shall bear the same relation to the 
total number of committed indigent patients admitted during the year 
from all counties as the population of such county shall bear to the total 
population of the state according to the last preceding official census. 
This standard shall not apply to obstetrical and orthopedic cases, which 
classes of patients therefore will not be charged to county quota allot- 
ments. Expenses of committed patients admitted to the University 
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Hospital from any county in excess of 10% of the quota shall be paid 
from the funds of such county at actual cost. The hospital, by means 
of regularly issued reports, keeps the committing authorities of each 
county informed as to the number of patients charged to the county 
quota from time to time. By this means each county may know when 
the quota has been reached and what patients have been served in excess 
of the quota with a charge directly to the county as excess cases. 

The quota plan is administered on the principle that each individual 
committed patient treated at the hospital (either as an out-patient or as 
an in-patient) shall register a charge against the quota when first treated 
in the fiscal year. Any subsequent admissions for that patient within 
the same fiscal year and in the same clinical department or service (as 
general surgery; genitourinary surgery; gynecology; neurology; general 
medicine; eye; dermatology; ear, nose, and throat; pediatrics—it should 
again be mentioned that obstetrical and orthopedic cases do not charge 
against the quota) will not count as an additional charge to the quota. 
Subsequent admissions for that patient, however, to other clinical services 
in the same fiscal year will render an additional charge against the quota. 
A patient transferred from one clinical department to another while 
receiving treatment at the hospital will register no additional quota 
charge. 

Formerly the investigation of the financial status of the patient as 
ordered by the court in connection with the commitment proceedings 
was conducted by the county attorney. The modified law provides 
that the board of supervisors, by the overseer of the poor or such other 
agent as it may select, is made responsible for the investigation of the 
facts as to the legal residence of the patient and the ability of the patient 
or others chargeable with his support to pay for the expense of treatment 
and care. 

When the modified law became effective on February 24, 1934, there 
were approximately 3,000 patients on the waiting list whose commit- 
ments were automatically canceled on that date with the privilege of 
recommitment within 6 months and without regard to the 30-day pro- 
vision as hereinbefore stated. All counties having patients on the waiting 
list were notified, therefore, concerning the cancellation of patients on 
the waiting lists, and given opportunity to recommit whatever cases they 
chose to have treated at the University Hospital. Any recommitments 
shall have preference as to 60% of the beds of the University Hospital 
available for the use of indigent patients. 

The law now provides that the physician appointed by the court to 
make the examination shall receive $3 for each examination and report 
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and his actual necessary expense incurred in making an examination, 
where the patient is admitted or accepted for treatment at the University 
Hospital. Formerly $5 was allowed. If the physician receives a salary 
or other compensation from the public for his full-time services, then 
no examination fee shall be paid. This claim must be filed with the 
hospital and, when recommended by the hospital administrator and 
approved by the committing judge, shall be paid by the hospital and 
charged to the hospital appropriation. 

When necessary and recommended by the local physician the court 
may appoint an attendant to accompany the patient to the hospital 
who shall receive not exceeding $2 per day for the time thus necessarily 
employed and the actual necessary traveling expenses by the most 
feasible route to the hospital. Formerly $3 per day was allowed. If 
such attendant be a relative of the patient or receive salary or other 
compensation from the public for services, no such per diem shall be 
paid. Expense claims covering the commitment and transportation of 
patients, when recommended by the hospital administrator and approved 
by the committing judge, shall be paid by the hospital and charged to 
the hospital appropriation. 

It will be seen, therefore, that the hospital appropriation is intended 
to cover not only the cost of hospital care but also the services and 
expenses of the examining physician who participates in the commit- 
ment and the transportation of the patient and necessary escort when 
ordered by the court. 


ow THE HOSPITAL certifies to the auditor of the state on January 1, 
April 1, July 1, and October 1 of each year the amount of the 
expenses of treatment for all indigent patients served in each county 
in excess of 10% beyond the quota, in order that the county shall be 
charged for these cases on the cost basis through the state auditor and 
county auditors’ transactions. The hospital also certifies to the state 
auditor the expenses incurred by the treatment of all other committed 
indigent cases accepted at the hospital and the respective counties in 
turn are informed concerning the cost to the state for the treatment 
of each case. With this information the county auditor is able to carry 
out a provision of the law which requires the account of any committed 
patient treated at state expense at the University Hospital to be col- 
lected by the County Board of Supervisors whenever it shall become 
collectible, and, after deducting the county’s share of the cost, shall 
cause the balance to be paid in to the state treasury and credited to the 
University Hospital. 
The hospital maintains a fleet of 12 ambulances which travel the 
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state of Iowa daily, averaging 7,000 miles per month each. These 
ambulances are able to bring to the hospital a large percentage of the 
newly committed patients or “first trip” patients, as well as “return” 
cases. They also transport a majority of the committed patients to 
their homes when discharged from the hospital. In a large number of 
cases the ambulance driver is able to act as an escort. In some cases, 
however, the condition of the patient requires an escort. Each ambulance 
is capable of handling one patient on a cot and in addition as many as 
four “up” patients on the same trip. Each ambulance, therefore, 
is capable of handling five patients on each out-going and in-coming 
trip. Standard seven-passenger Buick cars with minor alterations are 
used as ambulances. The cost per patient mile averages about 13/4 cents 
which includes driver’s salary, garage rent, depreciation, and all operating 
expenses of the cars. The first car placed in service on April 22, 1932 
is still operating and shows a mileage of 170,000 miles. The total cost 
of the car at that particular mileage was $2,357, which includes the 
original cost of the car plus all costs for repairs, excluding tires. The 
trips are geographically arranged by a traffic clerk who issues a written 
trip order for each and every patient transported. The ambulance 
system was instituted about two years ago and has thus far saved the 
hospital approximately $135,000 in transportation costs. In other 
words the hospital would have spent that amount additional for the 
transportation of patients, had it not been operating the ambulance 
service. The combined fleet of ambulances has traveled 1,486,000 miles 
and hauled a total of 16,750 patients. The ambulance system has not 
only saved a large sum which has reverted to the care of a greater 
number of indigent patients at the hospital, but the comfort of the 
patient is greater than by rail transportation. An ambulance leaving 
the hospital at 10 a. M. can deliver the patient to his home early in the 
evening. Inasmuch as the hospital appropriation must bear the trans- 
portation costs of indigent patients, these savings together with others 
which have been effected in other hospital functions have enabled the 
hospital to increase its service to the indigent sick of the state to the 
extent of 90% in the past five years. In 1928-29, 7,069 indigent 
patients were treated at the hospital; in 1932-33, 13,489 were treated, 
all without any increased cost to the state. 

Even though the present law was proposed by the University Hospital 
interests and operates primarily in the interest of the hospitals, never- 
theless it is one which provides for the prompt care of the indigent sick 
in the state of Iowa either at the University Hospitals at state expense, 
where the patient shall first be referred, or at home or in the local hospital 
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at county expense. The law has been operating in its new form for 
approximately six months and has proved eminently satisfactory both 
to the hospital and to its extensive clientele of physicians, county author- 
ities, social workers, patients, and the general public. There is no reason 
why any indigent patient in the state of Iowa should suffer for the lack 
of adequate and proper medical and hospital attention. The law assures 
the University Hospitals a constant flow of patients for teaching pur- 
poses and at the same time provides excellent medical service and hospital 
care for indigents as far as the provisions of the state appropriation make 
it possible; and further, this service is rendered on the basis of a quota 
allotment for each county, which assures an equitable distribution of the 
hospitals’ service to all counties alike. 


The American Association of Medical 
Social Workers 


At its meeting in Kansas City in May the name of the American 
Association of Hospital Social Workers was changed to “the American 
Association of Medical Social We.kers.” 

At this meeting the following resolutions were unanimously adopted. 
These are of interest to the hospital field in general, and call the attention 
of the Federal Government to the fact that “no provision is made for 
hospital, clinic, and other diagnostic and treatment facilities” and recom- 
mends a revision of the present program to include measures for ade- 
quately providing for these requirements. 

I. Whereas. 

The Federal Emergency Relief Administration in July, 1933, declared 
a principle of major importance, namely, that the conservation of public 
health is a primary function of our government, and 

W hercas. 

Rules and Regulations No. 7 laid the foundations for a vast program 
of medical, dental and nursing care to families receiving unemployment 
relief, and 

Whereas. 

The program announced by the Federal Government enunciated the 
far reaching policy that medical care is a necessity along with the funda- 
mental material needs of the relief budget and further stipulated that 
adequate care is essential. Therefore be it 

Resolved, That the American Association of Medical Social Workers 
express to the Administration its whole hearted support of this program. 

(Continued on page 140) 


July, 1934 [121] 








Report of Committee on Research, Detroit 
Joint Council on Community Nursing 


H. F. Vaucun, M.D. 


Chairman, Committee on Research 


HE JOINT COUNCIL on Community Nursing is made up of rep- 

resentation from agencies which are interested in all the nursing 

problems of Detroit. It has been realized by these agencies that 
problems of nursing must be analyzed into specific and definite terms 
before they can be dealt with intelligently. 

On behalf of the Council’s Committee on Research, Miss Grace Ross, 
superintendent of nursing, Detroit Department of Health, with the as- 
sistance of Miss Eva Bell Reid, of the Health Department staff, has en- 
deavored to answer the basic question, ““How many nurses does Detroit 
need, to be adequately nursed?” 

This question was offered the committee to study without regard to 
the purchasing power of the family or the individual’s ability to pay for 
nursing care. The question of how adequately the nurses are prepared to 
meet all the needs of a community was another phase of this question 
which the Council felt would be involved in such a study. 

An effort has been made to determine the extent of the need in Detroit 
for nursing care. A field study has been made of selected areas in the 
city so as to have fair representation of the low, middle, and high eco- 
nomic levels and at the same time take into consideration racial differ- 
ences. The areas selected contain a total population of 6,490 individuals 
representing 1,392 families—an average of 4.6 persons per family. A 
study was made of the illnesses which occurred in these families during 
the 12-month period ending June 1, 1933. 

The economic classification employed was that recommended by the 
Detroit Board of Commerce. 

The low income level included families with income from $500 to 
$1,487 per year. This represented 26.1% of the population. 

The middle income level included those with a family income of from 
$1,487 to $5,936 per annum and represented 70.5%, of the population. 

The high income level included any family with an income in excess 
of $5,936 per year and represented 3.4% of the population studied. 

In determining the amount of nursing care required, standards were 
sought in terms of group judgment. For the communicable diseases it 
was decided that one week’s bedside nursing care by graduate nurses would 
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be required for the uncomplicated case of smallpox, diphtheria, scarlet 
fever, measles, infantile paralysis, and meningitis; 10 days for pneumonia; 
two weeks for whooping cough; and three weeks for typhoid fever. 

For the non-communicable diseases graduate nursing care is indicated 
only where continuous skilled care is necessary. When such is no longer 
the case, practical nursing, hourly nursing, visiting nurse service, or home 
nursing may be substituted, depending upon the condition of the patient 
and the intelligence of the family. In estimating the amount of nurs- 
ing service required no allowance has been made for luxury nursing in 
the high economic group. 

To determine the amount of nursing service required for health educa- 
tion the average number of visits made by the Department of Health 
for the various communicable diseases for prenatal, infant, pre-school, 
and school children has been used. 


#2 DURING THE PERIOD of one year during which the history of family 

sickness was sought there occurred among the 6,490 individuals 
studied 1,226 illnesses involving 1,002 individuals, an average of 1.22 
illnesses per person. There were 56 kinds of disease represented which 
caused 52,894 days of illness, of which 23,273 days were actually spent 
in bed. 

Of the 1,226 illnesses 432 received free medical care, 576 were attended 
by private physicians, and 218 cases had no medical care. 

The mothers in 831 cases were apparently teachable and in 395 cases 
they were either absent from home or it seemed doubtful to the investi- 
gator that they could be given home nursing care even under super- 
vision. 

There was no instance found where mental nursing had been given, 
but 10 cases were found in which such service would have been bene- 
ficial. In these cases the nervous condition was a complication of some 
other disease. According to the study 690 days of mental nursing care 
were indicated, 250 in the high income group, and 440 in the low income 
group. 

The nursing services rendered as compared with the nursing care indi- 
cated have been studied in each of the three economic levels. Here are 
a few samples of the findings: 

In the low economic group 60 days of graduate nursing service were 
actually rendered (56 paid for, four free). The study indicated that 
there should have been 5,344 days of graduate nursing service, 898 to 
be paid for, 4,446 free. 

In the middle economic group there were 179 days of nursing service 
given (29 paid for, 150 free). The study indicated that there should 
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have been 458 days of graduate nursing service (307 paid for, 151 free). 

In the high economic group there were 2,128 days of graduate nursing 
service given, all paid for. The study indicated the need of only 584 
days of graduate nursing service. The remaining 1,544 days of nursing 
service represent luxury nursing for the well-to-do. 

For the entire group there were given 2,364 days of nursing service and 
the need indicated amounted to 5,424 days. At first glance it would 
appear that about one-third of the graduate nursing service indicated was 
actually given. However, of the 2,364 graduate nursing days given, 
2,128 were given to the nursing of a few of the 54 illnesses in the high 
income group for which it was estimated that only 584 graduate nursing 
days were indicated. 

There remain only 236 graduate nursing days given to the 1,172 ill- 
nesses which occurred in the lower economic groups. Even here, 154 
days of such nursing service were given free in two cases by members 
of the family who were graduate nurses. There remain only 86 days of 
paid graduate nursing service rendered for 1,170 illnesses. For these 
1,170 illnesses, 5,340 days of graduate nursing care were indicated, 1,312 
to be paid for and 4,028 days to be provided free. 

Of Detroit’s total population, which is estimated at 1,429,000, it has 
been roughly determined that 372,969 belong in the low income level 
as represented by the study, 1,007,445 belong in the middle income group, 
and 48,586 belong in the high economic group. 

Using these figures and applying the standards of service for com- 
municable diseases and the judgment of the investigator for the non- 
communicable illnesses it has been found that the needs indicated that 
during the period of a year there should be provided 3,961,900 days of 
graduate nursing service. The survey indicates that there were probably 
rendered 2,458,200 days of nursing service by 4,168 graduate nurses. We 
are led to the conclusion that instead of the latter number there is need 
of 7,790 graduate nurses with whom to render the required type of 
graduate nursing service to the citizens of this community. 

This required number would include 3,392 private duty nurses, 3,194 
hospital nurses, 416 nurses engaged in mental hygiene service, 59 nurses 
employed on an hourly basis, 409 nurses rendering visiting nursing service 
and 320 nurses engaged in health education (this does not include nurses 
assigned to the administrative and legal supervision of communicable 
diseases ) . 


¢x9 TWO CONCLUSIONS from the survey are quite obvious: first, that the 
community is not adequately nursed; and second, that the majority 
of the people are unable to pay for adequate nursing service. 
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The Joint Council on Community Nursing, which has taken as its 
task “to study the nursing needs of the community; to promote such 
measures as shall mect these needs, and bring about the best education 
of the nurse” will find through its committee’s study that the real ques- 
tion is not providing more nurses for the community at present but rather 
the consideration of some community planning whereby more generous 
provision is made available for the family of the low and average income 
groups to secure the nursing care they are now deprived of. The large 
number of nurses at present unemployed, while sick are unnursed, is 
evidence of this need. 

Another basic fact the survey brings to the attention of the Council 
is the need for a better preparation of the nurse to give proper nursing 
care to all types of illness. 
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Coming Meetings 

American Public Health Association, Pasadena, September 3-7. 

American Protestant Hospital Association, Philadelphia, September 21-24. 

American Hospital Association, Philadelphia, September 24-28. 

American Occupational Therapy Association, Philadelphia, September 
24-28. 

National Association of Nurse Anesthetists, Philadelphia, September 
24-28. , 

American Dietetic Association, Washington, D. C., October 15-18. 

American College of Surgeons, Boston, October 15-19. 

Association of Record Librarians of North America, Boston, October 
15-19. 

Ontario Hospital Association, Toronto, October 24-26. 

Kansas Hospital Association, Newton, October 27. 


July, 1934 [12>] 








Commerce and Industry at 
the Philadelphia Convention 


HE FINANCIAL CRISES through which the country has passed during 
Tix past three years have proved the most severe tests of the stabil- 

ity of commerce and industry and the permanency of their organ- 
izations. It is one of the finest evidences of the intrinsic worth of the 
products which they manufacture and in which they deal, as well as of 
the high plane on which these firms conduct their business, that the 
business concerns dealing with our institutions have survived, improved 
their products, and passed through the depression period successfully. 
No outstanding firm dealing with hospitals has failed in business. 

It is a most encouraging sign, not only of the confidence which busi- 
ness has in the future of our country and its institutions but of the faith 
which they repose in the hospital field that 150 manufacturers and deal- 
ers, the largest number that has participated in the commercial exhibits 
of the annual meetings of the American Hospital Association, with the 
exception of one other convention, have arranged for exhibits at Phila- 
delphia. To the large educational value of these exhibits to industry and 
commerce is joined the large informational value which the constant im- 
provements and development in hospital furniture, supplies, and equipment 
bring to the hospital people who attend our conventions. These firms 
have willingly accepted the challenge to provide for hospital operation 
every innovation, that has been tested and its worth proved, that would 
help our institutions in serving the sick. They have introduced every 
economy in manufacture and merchandise consistent with the production 
and marketing of superior merchandise. 

In their dealings with the hospital field they have been consistently 
considerate, courteous, and exceedingly liberal in their co-operation to help 
hospitals on their way to financial security. 

The members of the American Hospital Association, as well as the 
entire hospital field, are appreciative of the efforts which these firms are 
making to bring into close personal contact those representing our insti- 
tutions at our conventions and the products which they manufacture 
and sell. 

We take a great deal of satisfaction in publishing the list of the manu- 
facturers who will participate in the commercial exhibit at the Phila- 
delphia convention. There is no article of manufacture used by the hos- 
pital field but what can be demonstrated by one or more exhibitors at this 
convention. Their merchandise is of the highest order and represents 
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the best values that can be obtained. They are representative firms whose 
long record of business relations with hospitals identifies them and their 
products as outstanding and our hospitals can do no better in their efforts 
to use wisdom and economy in their purchases than to confine their 
patronage to our exhibitors. 


Booth No. 


Allegheny Steel Co., Brackentridge: Paw «<< ic 0./scv ene os vee euet 92 & 93 
(Allegheny metal) 

E. E.. Alley Go, New Vouk Oiyer es occas cnc das eases maadanes 208 
(Linens, blankets, cottons) 

Altro Work Shope, New York Citys. < «.cc0 ses eciccccnne te stamens 164 
(Hospital garments) 

American Hospital Supply Corp., Chicago, Ill...............210 & 211 
(Hospital supplies—Oxygenaire) 

The American Journal of Nursing, New York City.............4.. 197 
(Publication) 

American Laundry Machinery Corp., Cincinnati, Ohio......... 97 & 98 
(Laundry equipment) 

Aimesioaw ‘Sterinzer ©: (Bie. (Paso. cac cue ae vinv apie wae weeae oe 39 & 40 
(Sterilizing apparatus) 

Bhe Amacim Co. 'Citcaror Wie oc civicns dec cavitconncemnweamuen sete 187 
(Pharmaceuticals) 

Angelica Jacket Co., Pittsburel; Paso. oo ccceckceecceceeeasuaenaa 184 
(Uniforms) 

Applegate Chentieal ‘Co. @hicatos Us «ccs os cc cwcciee comedians scene 30 
(Indelible ink linen marker) 

Armatrone Cork @o.. Lancaster, Bale 6 ccieciccicween caw deremnces 185 & 186 
(Acoustical products, floors, wall materials) 

Agnoe’s Central Registey, Chicago: Ui: «.. 220105 <2 dace ceca tocceuas 91 
(Placement service) 

H. W. Baker Linen Co; New’ Yorks City <cs:6.00eeeencw ens 152 & 153 
(Hospital textiles and blankets) 

Bard-Parker Go... Inc.cbatbuty, Comite «cc c.oic 6 onic warsigin eco ciaece wicuie's 83 
(Detachable blade knives—surgical scissors) 

Phe 'Bassicki@o:, Buddepose Conti «<< ceca asndecgscetuesens 172 
(Casters) 

Bausch & Lomb: Optical Co:, Rochester, No Vin« <.c0:s-ccciwerciescesweles 20 
(Optical instruments, microscopes, supplies) 

Beck Duplicator Co; New: Vorle Cityes << oco5 cwceteciicasac causes 74 
(Speedograph duplicating machine) 

Becton, Dickinson & Co.;, Rutherford; No fei... ccc ciecccewe sce des 4&5 
(Thermometers, syringes, needles) 

Bilhuber-Knoll- Corp, Jersey: City, IN: Qe<cic alow ooo. c oisios < wiccdwewsins 7 
(Pharmaceuticals) 

G. S. Blakeslee: Dishwashing Co:, ‘Chicago: Ts «0:5. 6 cies cine es ecwsens 65 
(Dishwashing machines) 

Carolina Absorbent Cotton Co., Charlotte, N. Car...........eeeee 147 
(Textiles, blankets, surgical gauze, and dressings) 

}. & }.. Cash: Ine., ‘South Nocwalk, ‘Conmises<-<cs a ee i nticereeeadt 89 
(Initial linen marking letters) 

Wilmot: Castle Co. Rochester Ne Vic v:< = 60. stelernedinilatae tent owas 166 
(Sterilizers) 
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Booth No. 

Chamberlin Metal Weather Strip Co., Detroit, Mich............006. 59 
(Metal weather strips, ventilators) 

Champion Dish Washing Machine Co., Erie, Pa.........-+.ee000- 72 
(Dishwashing machines) 

Cheney Chemical Co., Gleveland. Ohio. «6c cinec conse woe ek ace 82 
(Anesthetic gases and equipment) 

Wearpens i. (Collins, Sine: MSOStON, (INNAGS + 10:52 6:50) sc0-e:0.0:0/8ssceraia e's sieve. evere 28 
(Drinker respirator, oxygen tents, metabolism apparatus) 

The Colson Go. Miyria OH sx. 'svoceie 0:6 0:0 eis ois sige ofoieersreceis 205, 206, 207 
(Wheels and casters; food conveyors) 

Colt’s: Patent ‘Fire Arms Mie. Co., Harttord, Conn... ....6 6% 60's 154 
(Dish and silver cleaning machines) 

Continental Car-Na-Var Corp:, Brazil, Tad... <.6s/5. 00665 eases 102 & 103 
(Floor treatment compounds) 

CrameiGos Creare Wl lss. recisiciel civ ig eres ness Cribs oteisieleve vielen 174 & 175 
(Plumbing fixtures) 

Crucible Steelt@o.of Amer, New? York City 60.6 ciince cee eeens © 8 
(Stainless steel) 

DarnellsConp., dtd: ong Beach, Calit.:. ci sce: 0. 65 laierec ole: 60's wielete rove 216 
(Casters, glides, wheels) 

ie ota EEL W Ores cl) feo Uc nr Neg! 12 ae ne en 53 
(Books) 

RAAB MD aw ie OO EL BORED. MING! Yc fone oh ora ace aieiotee Welavcienes elavestonarsoe sree e 145 
(Cocomalt) 

Daviste-Geck wine, Broomeyns ON. Yi wie dia cioitise elo a dria owe ee 167 
(Sutures and ligatures) 

J. A. Deknatel’@:Son, Inc:,. Queens Village; L. TN. Yi sees. cece ees 156 
(Identification necklaces, sutures, incubators) 

De Pay Miles Oo. wy area NG <.ce: sie sa cravavslare-eieeteveue evs Wielele ele acsierers 127 
(Fracture appliances) 

Axchibaldt wv. aolack, Metrait: INTCH cis. s.cce-yya 04000) ots fers Gd vieye 8s wleretereare 74 
(Sterilizer controls) 

Dictograph' Products Co:, Inc., New. York City... .cico 6 sires oe ete ee 96 
(Signal systems) 

Doehler Metal Furniture Co., Inc., New York City............ 68 & 69 
(Metal furniture) 

Bactmanokodan Co, mocnester., N.Y sisiacw.s ss jos Sled eeodiew bes eeees 26 
(Motion picture apparatus and x-ray supplies) 

[LO Pa can Gemma 1 lm! 20-9 Fe ga a ae 1 
(Thermometers, needles, syringes) 

Fo RLBmersons © article. oNla bs sv rcr'o-ave! a1 os vo0. 4s tara one ree loo Goin aeta eee 23 
(Respirators, oxygen tents) 

Englander Spring Bed Co., New York City............s00e00- 66 & 67 
(Beds, bedding, furniture) 

Faultiess Caster Co., Pwanswilles (nd o¢.<.< sce: 0005.5. acpisve raw ve 6 e% 199 & 200 
(Casters and wheels) 

John W. Fillman ‘Go,, “Philadelphia, (Pac. 6: sc0cadecs vee 31. 32, 33.. 34 
(Textiles and blankets) 

Bananetl Stuy, AAG. se nATEs NR esos: 5: ce 1018 avo: 0 acsieXer soe! oscars aleve reales 95 
(Floor scrubbing, waxing, and polishing machines) 

PiangersDay Co. Boston, Wess 64s c. sis-aie cre eRe Swine bale was 100 
(Sutures) 

Jo. Ferd? Sales ‘Co. Wyandotte: (Mithis .:..6-21c c0.0% cele vcs eoeewe ees 105 


(Wyandotte cleaners and cleanse7s) 
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Booth No. 

The Foregger-Co., Inc., New York Oityos <i. o. occas nse scacwensewn 14 
(Anesthesia apparatus and appliances) 

Jo We ‘Geiser: ‘Inc: New Worm Citys << coe sceiesnis astawciaacie cca 146 
(Waterproof products, oil and silk) 

General Electric X-ray Corp., Chicago; Ws... 6.6.6 esc iicie wees 138 & 139 
(X-ray and physiotherapy equipment) 

General Floorcraft Corp., New York City..........-ceccsccevess 64 
(Floor maintenance equipment) 

General Foods Corp:, New York @ity... « ccciecccicwcecsccows 128 &@ 129 
(General food products) 

Glasca Products €o., Chicago Whee < ccics oe wae dele vee celcucedeileaa¢ 155 
(Laboratory glassware) 

Frank A. Hall’@ Son, New: York Citys <o.sc06 cccsiesccceendie 151 & 182 
(Hospital beds, bedding, and furniture) 

Hankins Rubber Go... Masaillan: OR igs 6 occ cece o vice cnsins decwicia wows 209 
(Seamless rubber goods) 

Chr. Hansen’s Laboratory (Junket Folks), Little Falls, N. Y......... 198 
(Junket tablets and powders) 

Plaxd: Mic. Ce. Buttalon Neo Waco dee 0 Bis occ diken caddie wee cleans 125 
(Beds and bedding) 

Peidbrink Co... Minneapolis; Mitt ®. «06-6 oss ca'cic cre tctiedneeacem nes 163 
(Anesthetic appliances) 

BE. J; Shetie Co, Pitta Pai oiaiesicin so Gia emednncn nes emeuwwewes 213 
(Strained vegetables, etc.) 

Hiulker & Biletsch €Co,, Cincinnatt. Oios so cscs accwccccteccaseducs 101 
(Gelatine desserts and powder beverages) 

The Hill-Rom Company, Batesville, Ind........ PES, FE9,-120, 128, 122 
(Hospital wooden furniture) 

Hobart Mig Co., Trow, One 6. 60 2:5 secsesecendaceseuces 114 & 115 
(Food preparing and mixing machines; dishwashers) 

Hofimann-La ‘Roche, Inc:, Nutleys-N: Pi. ccc cccc ic coesesenedees ase 107 
(Pharmaceuticals) 

Holtzer-Cabot Electric Co., Boston, Massccoes.0< ccc ses ecceswes« . 45 
(Hospital signal systems) 

Hospital. Appliances, Ine., New York ‘City. <6 .< 0660s ese seeeaces 11 
(Autopan bed appliance) 

Hospital Import Corp., New York ‘City. « 06:0 i. 0006 sc:cee ness 160 & 161 
(Hospital and surgical supplies) 

Flospital Management; Chicago; Whaces ccc to veciaccecusne coccews 12 
(Publication) 

Hospital Standard Publishing Co., Baltimore, Md..............006. 30 
(Charts and records) 

The Hospital Supply Co., New York City. 6.6 occccccccceccces 71 & 86 
(Hospital and surgical equipment) 

FHlospital Topics & Binyer, Chicago, Wir c.i<<.<'0 iis seas cc bin cedele ceicers 3 
(Publication) 

Mousehola Pinance Corp, Chicago, Mec «cicedicccsiaie cee nccmne cere 235 
(Educational material for family budget) 

Huntington Laboratories, Inc., Huntington, Ind.............. 201 & 202 
(Soaps and soap dispensers) 

International Nickel Co., Inc., New York City............000. 41 & 42 
(Monel metal products) 

Jamison: Semple 'Co.. New York @itge. «oss ont encccesmaivencntes 99 


(Hospital and surgical supplies and equipment) 
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Booth No. 

Johnson & Johnson, Inc., New Brunswick, N. J.....-..-++06> 136 & 137 
(Surgical dressings, gauze, and sutures) 

Bi. Ls Judo ing, New Ors OIG yao: « ai ise whore: 0: ero: 8e eraliorarerecatelene 13 
(Cubicle curtain equipment) 

Henry L. Kaufmann & Co., Boston, Mass..........eseececssccecs 35 
(No-Rinkle rubber sheeting) 

Retlogp Go, , Bactle rice kc satin se. o. 55.5 4 (5) ecosissaislinsoli'ezors/o-010is)e.evslaiereleys 217 
(Food products) 

Ae Ret oc MUA RIE Peo. inc false ole rol poke Oss. crenoustolele ie ae wre a2B seh 57 
(Floor machines and vacuum cleaners) 

Kenwood Mills, Albatiy, Ni X0: syeciersia'e ccs ors erserarerviere.s evicted eels s 162 
(Blankets and rugs) 

Lea and Febiger, Philadelphia, Pa: 22.0006 0 ss eiee's wo csretines sees 106 
(Books) 

heonatra-mooke- Co., serovidence di. feesecéisicscernietens ce ome 112 & 113 
(Thermostatic water-mixing valves and regulators) 

Bewis Nig (Co: Walpole: (Wsase xc s14:054.010 ois seis: oi sisie sion el 158 & 159 
(Sutures, surgical gauze, and dressings) 

Samuel Lewis: 'Co., Anc., New Mork @ity ec: s coon cee elnredaiearnsces 24 
(Cleaning supplies) 

The Linde Air Products ‘Co., New York City... ....500..00 008% ki, 38, 19 
(Oxygen) 

[SB Lippincott ‘Oo, Philadeiphiag tea eie:5g).sc0e-0751 8oserps ace evors oles ataloce sale 246 
(Books) 

McKesson Appliance Co., Toledo, Ohio. . 4.6 065.0165 s:0 000900 133 & 134 
(Anesthetic appliances) 

PMhewMacmian eo, WN|ew VOLK CICy «cc's egies ew sees ow. bisdes oratelecereke! evsinrs 6 
(Books) 

Mallinckrodt Chemical Works, St. Louis, Mo..........ceeeeeeeeees 212 
(Anesthetics and fine chemicals) 

Marvin Weltzeit@onp., MrOy IN Xie ciecatie-e sists safe eigie aeiever tie Sls pinielice' 108 
(Garments for hospital personnel) 

The Massillon RabperCo., Massilion, OO. . c206csce tices sceacecs 2 
(Seamless rubber goods) 

Master Bedding Makers of America, Holland, Mich.......... 189 & 232 
(Bedding) 

he Medical Bureatt, nicaga, Uso <.6.ceiieeccteeie « 60-0 ne Strawale eines 80 
(Placement service) 

Meinecke:@Co., (New York (Gity..< csi. cc candies oeees 223, 224; 225 
(Surgical rubber goods) 

Middlewest. Instrument ‘Co., Chicago; Wl. 6.6.5 oi6 bascis ese nesses 245 
(Basal metabolism apparatus) 

Modern bios pital Cicada e til cory ors a00iraia co: tzeroiaroke Siocoveior ele ite wreyoreetel ene 170 
(Publication) 

Mioore th (Go. NC... WVGLCESEET: SINIASBB s0-9 a-6. 0/55 0 Gia- Sees: slp a lee @ v.letelem 6 a7 
(Pharmaceuticals, hospital supplies, surgical instruments) 

Morris: Supply Co.) New OR CIb ya sare isie¥s:o1'e00) a wince exe lorerir eteleie'e e.cneiee 150 
(Hospital and surgical supplies) 

National Association of Curled Hair Mfrs., New York City......... 75 
(Hospital bedding containing curled hair) 

National Carbon Co., Inc., Cleveland, Ohio............000. 17, 18, 19 
(Therapeutic arc carbons) 

National tend’ Gor iew ote Wel ys! 6 5 cr5isoioces 05 sce0s os. pais, ecole oretee 219 


(Color scheme suggestions) 
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IMMEDIATE ATTENTION 


PME 8 


; NEW CREATIONS EMBODYING 


PROVEN PRACTICE and 
ANTICIPATING THE TREND 
of the FUTURE x x x x 














Table adapted for hand 
raising. Also available 
with motor drive. 





kk wk X-Ray tables having x-ray and 
electrical protection, solidity of construction, 


ease of manipulation and simplicity of design. 


It will be our pleasure to send you complete details 
on these radically new and different x-ray tables. 


GENERAL ELECTRIC X-RAY CORPORATION 


2012 JACKSON BLVD. Branches in Principal Cities CHICAGO, ILLINOIS 
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Booth No 

Nestel Products Co., Inc: New York City cs 4:06 5.0.3 sa eeiecis sineieieiers 47 
(Textiles, uniforms) 

New York Medical Exchange, New York City...........eeeeeeees 74. 
(Placement service) 

@nondaca Pottery Co: Syracuse, Ni Y .scc.cctes esa uee 237,238, 239 
(Chinaware) 

Parke: /Davisvy Co., Detroit WHC 452056: 6105.0 ois. 4sce ss o0-08 142, 143, 144 
(Pharmaceuticals) 

Penn ourgical ite. Co., Philadelphia, Pais... o:.i0/01s sire aes eee vos 48 
(Surgical instruments and hospital supplies) 

Petielagar saboratoriess inc, “Omicagos Wiles 6 66% sew cencecsioie os'eis eels 188 
(Pharmaceuticals) 

Physicians (Record Gos, ObicagO, lls. eis:0s 05016, oe. ies psrecibeinei eres 173 
(Records and filing devices) 

George Po Pillinge@ Sony Philadeloiia, 2a. oisis.cisiels inreein oie oarere sees 90 
(Surgical supplies) 

Prometheus Electric Corp., New York City... 20.0 c ess eccscee es 111 
(Sterilizing equipment, food conveyors) 

Puritan Compressed Gas Corp., Kansas City, Mo.............ee0+. 196 
(Anesthetics) 

Republic Steel Corp.. Massillon; ‘Ohio. <:...2.50%5060ccces sees 203 & 218 
(Stainless steel) 

bodes Con seinadelp ita lea 5 os icieta cuore ei asia 0 @ oxerecgrn stew: erecs 63 & 94 
(Textiles and blankets) 

Rolecreenilo: eta Mlowa issu inigalavisicss nla oRleasreee gia sinww ens 149 
(Metal rolling window screens) 

Wall FROGS TC: WIS a5 oe 6 se foisgs esses o 24: 0 reales sla al avevovelio bi Shere ox 181 
(Hospital supplies, furniture, garments) 

WU B Saunders (0.. eniadelpitiagbd > «<5. o/cwie 0 ro wip eialw ole o ecolgsere 126 
(Books) 

Scanian worries Go. Miadisoty, “WV 18s is iei's;0-9 600-6 o's oases aiarere 140 & 141 
(Sterilizers, operating room equipment) 

Scialytie Corpor Amer, (ebtiagelpbiay (baie s..6 0 s/s'5 isis o's oi cielo ste a 135 
(Shadowless operating lights) 

PAGS Seiden eOOMS xO ana SN Go orei6- os 570.0 100s cae: srsivole wi ole alerts snecetere 195 
(Gelatine desserts and powder beverages) 

John Sextonier’ GO, MOnicago Ll. sie: <5 62 620100 s:5i0 wie sre wi wre siere 130, 131, 132 
(Canned foods) 

Sharps Seiten Co, Cnicaeos MN 6 ais.0.%)6:0 0-610 00s oie oo bole e008 194, 227, 228 
(Surgical instruments—Hospital and surgical supplies) 

Shenango “Pottery ‘Co., ew Castle, Pac sec. co's octets cecieiesie oeis 226 
(Chinaware) 

The Sherwin-Williams Co., Cleveland, Ohio................ 109 & 110 
(Paints and varnishes) 

The ‘Simmons (Go.,s@hicago, A 5666.6 se veces ies Weve ee o5 tC e's 168 & 169 
(Hospital beds, bedding, and furniture) 

J. SoKtar yee. ASO, CTO Ripa IN 8X oi 6: sisieare v6 or sieuavevorsieiens sieiw ste sieiera FLT 
(Surgical instruments, anesthesia apparatus) 

Smith, Dramte Go. Phvladel pia. Pas. 6:a0:3.6-6:s:0e oid osiese ae dive 84 & 85 
(Laundry equipment) 

WN. SnellenburesG'@o., (Philadel pata, Pale é:< sc étisien os eine oisieew es no's 192 
(Furniture) 

Snow-White Garment Mfg. Co., Milwaukee, Wis..........20eee eee 179 


(Garments for hospital personnel) 
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AMERICAN 


.. STERILIZERS 
..BEDPAN WASHERS 
.. DISINFECTORS 


.. WARMING CABINETS 


“AMERICAN” 


KNY-SCHEERER 


.. SURGICAL OPERATING TABLES 
.. OBSTETRICAL TABLES 

.. HAWLEY FRACTURE TABLES 
..MARTLAND AUTOPSY TABLES 














All manufactured to the same exacting requirements which 
have made American Sterilizers famous and popular with 
competent executives. 


AMERICAN STERILIZER COMPANY 


HOME OFFICE..... ERIE, PA. 
New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Street 
Boston Office: 735 Boylston Street 
CANADA ... Messrs. Ingram & Bell, Ltd., Montreal, Toronto, Winnipeg, Calgary 
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Booth No. 

CoM. PSoreasonn@o., Gong mlclands Citys (Ni Y «6/0615 1276:4 0 eco ote eieretes ore 165 
(Tankless air compressors) 

BE. RacSquibpies sons: New oY O6k, ON. N. sere:d:i6e-nsiesore ois ervioreioee 78 & 79 
(Pharmaceuticals) 

Standard Electric Time Co., Springfield, Mass............-006- 49 & 50 
(Time clock systems, signal systems, fire alarms) 

Standard’ Sanitary Mie: Co: Pittsburgh, Pas <<. ce ccs eee ene 9 & 10 
(Plumbing fixtures) 

Stedman Rubber Flooring Co., South Braintree, Mass...........++- 148 
(Reinforced rubber floors) 

Stickley Brothers Co., Grand Rapids, Mich.............. 190, 191, 231 
(Furniture) 

Swartebaugh vite. Co,, Toledo, ObIGs 6.6 os66/ 665.5 ei at seo tea eee soe 183 
(Food conveyors, electric cookers) 

Phorher Brothers, ew VOC GACY 6 66:5. secs oo ses o Sissi oo 55 oie wes 123 & 124 
(General hospital and surgical supplies) 

Tile’ Manutacturers’ Associations Latisdale, “Pa... siscice cece tscc es 56 
(Floor and wall clay tiles) 

The Trained Nurse and Hospital Review, New York City........... 157 
(Publication) 

Troy Laundry Machinery Co., New York City................ 15 & 16 
(Laundry equipment) 

U. S. Hoffman Machinery Corp., New York City.................. 81 
(Laundry machinery) 

Weatal ‘Chemical Bab. ine. "St. Lowi, Mo. 6 sc oseeid ce octane ewes 178 
(Soaps, floor cleaners, antiseptics, etc.) 

Wander Go. (@hicago Hs 3: sie reitinrcteiese ec: sce-s overs earbie bie. a Peie ww waren 116 
(Ovaltine) 

Westinghouse X-ray Co., Inc., Long Island City, N. Y....... 176 & 177 
(X-ray apparatus) 

CC; DD: "Waltams@ Go:; Philadelphia; (Pasie:cs. sec ws ok ks sie Sieis cece wus 171 
(Garments for hospital personnel) 

Walliams. Pivot"Sasn -Co:, ‘Cleveland «Ohi0%-.5 6.os.0ioke see nes ee cows 180 
(Reservsible window equipment) 

The ‘WalsonsRupber Co. "Canton, Ohio. sss 6c: s 0b ad beds 6 care eae 104 
(Seamless rubber goods) 

Wanthrop ‘Chemical Go., New York Clty. s6ic sels oats wna s acre 37 
(Pharmaceuticals and fine chemicals) 

john: Wyeth >S Bro.; Inc., Philadelohia, “Pa. ss s2.066seee eves 87 & 88 
(Pharmaceuticals) 

Zapimner Wee. Oo;, Warsaw. TUG scsc5 cic oS erie Rise eco keen awa eee 240 


(Fracture appliances) 


> 
° 





> 
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| was satisfactory 
until 


“This 


came along. / 


~ 


LE PasTs SOAQ 





a 


But they're out of 


date today! The 
Modern Hospital 


uses the modern way 


LEVERNIER 


PORTABLE FOOT PEDAL 
SOAP _ DISPENSER 


and 


Germa- Medica 


AMERICA'S FINEST SURGICAL SOAP 


Levernier Portable Foot Pedal Soap Dispensers are 
Furnished Without Charge to Hospitals Purchasing 
©*Germa-Medica”’ Surgical Soap. 














HOSPITAL DEPARTMENT 
The HUNTINGTON LABORATORIES 


HUNTINGTON, IND. 


co 
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Applications for Institutional Membership 


May 27 to June 27, 
Georgia 
Ware County Hospital................. 
Louisiana 
Dauterive Hospital............ 
Maine 
NE TI 5 i825 ARES 
Massachusetts 


Hospital Cottages for Children.......... 


Michigan 
Charles Godwin Jennings Hospital....... 
Petoskey Hospital................ 


Warren Avenue Diagnostic Hospital...... 


Oklahoma 
Enid General Hospital................ 
Pe yo ee eet ee 
Oregon 
The Dalles Hospital. . . ee eee 
Texas 
West Texas Hospital... 2.6 2 ee eke eee 
Vermont 
Rockimpham Plospiesl.... «2... . 26 us. 
Virginia 
Lae Gomerel Wiesel... 2... Ses 
Wisconsin 


State of Wisconsin General Hospital...... . 
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Hisct rote ee fe 


New Iberia 


WN rey. _..... Waterville 


+ ss lea aera ee Baldwinville 


ee Cor ee Detroit 


di egiue ee N ael ee Petoskey 


Re ee ee Detroit 


Sy nf abet hc Oa Lubbock 


santa .....Bellows Falls 


sit Satchel teed Pennington Gap 


st de hha Madison 
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“BE SURE THAT YOU USE DIGALEN” 


“Remember: an injection now and again three hours 
later. Be sure that you use Digalen Injectable. This 
is a critical case..... Later, for maintenance, give 
Digalen Oral Tablets. We are going to use these 
routinely now instead of whole leaf and Roche 1s 
giving us special quantity prices. 


“T feel certain of the strength of all forms of 
Digalen. Roche has been specializing in the digitalis 


99 


field for thirty years. 


DIGALEN INJECTABLE... 1 cat unit, ampuls, $5.00 per 100 


1 cat unit, bottles of 1000, $5.00 


| 
a as | Vs cat unit, bottles of 1000, $4.00 


HOSPITAL DEPARTMENT 





HOFFMANN-La ROCHE, Inc. . . . Nutley, New Jersey 
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Dr. E. T. Thompson, formerly superintendent of Indiana University 
Hospital at Indianapolis, has been appointed superintendent of the John 
N. Norton Memorial Infirmary, Louisville, Kentucky, to succeed Miss 
Mary L. Hicks. Miss Hicks, one of the best known hospital adminis- 
trators in the field, has resigned effective June 23. In addition to her 
work as administrator of the Norton Memorial Infirmary, she has been 
a leader in social welfare work in Louisville and is a member of the 
Council on Community Relations and Administrative Practice of the 
Association. 


Effective July 1, Dr. William T. Shoemaker is executive medical officer 
of the Lankenau Hospital, Philadelphia, and Sister Anna Ebert is super- 
intendent. 


Mr. Joseph A. Varion has resigned as superintendent of Pontiac Gen- 
eral Hospital, Pontiac, Michigan. Dr. Charles A. Neafie has been ap- 
pointed medical director to succeed him. 


* 


Sister M. Michael has been transferred as superintendent of St. Joseph’s 
Mercy Hospital, Mason City, Iowa, to St. Joseph’s Mercy Hospital of 
Sioux City. 


Hazel E. Hallett has accepted the position of superintendent of the 
Woman’s Hospital, Batavia, New York. She was formerly superintendent 
of Lafayette General Hospital, Buffalo. 


Fleta E. Martin is filling the position left vacant by Miss Ida Inscor at 
Moody Hospital, Dothan, Alabama. 


Mr. E. G. Rowley has been named superintendent of Citizens General 
Hospital, New Kensington, Pa. 


With the purchase of Beaumont General Hospital, Beauniont, Texas, 
by the Sisters of Charity of the Incarnate Word, Elmon W. Doty resigns 
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ALPHABETICAL 
NOMENCLATURE 


of Diseases and Operations | 


T. R. PONTON, B.A., M.D. | 




























This new edition of the popular Alphabeti- 
cal Nomenclature of Diseases and Opera- 
tions, by Dr. T. R. Ponton, carries out the 
most advanced ideas in medical termi- 
nology. It is authoritative, being 
approved by the American College of 
Surgeons and the American Hospital 
Association. And its new loose-leaf 
form makes it the best reference book 
of its kind. 


This book is the basis of a 
simple alphabetical cross- 
index system on which we 
will be glad to send you 
literature. Use the coupon. 





LOOSE-LEAF ... so that 
revisions can be furnished 
periodically . . . keeping 
the book ALWAYS UP-TO- 
DATE. 


Completely Revised... 
The Only Book of Its Kind! 


There are five main divisions: Diseases, Addendum-Poisons, Re- 
gions-Alphabetical, Regions-Classified and Operations. Each section 
is printed on a different color of paper, making 
the book extremely easy to use. We Flute a 
Special six-ring binder with flexible cover. 

Size of sheets 6x94 in. Over 200 pages. Every pee eae 
hospital should have one, price $4.75 plus post- 
age. If, after you receive your copy, you are not 
satisfied, return the book and receive your 
money back. May we suggest -————————————~——————~— 
that you order your copy | Physicians’ Record Co., Dept. D-7 


for Every Hospital 


Purpose 





| 
pe | 161 W. Harrison St., Chicago, Ill. | 
oday. ‘-o Send me copy of your new book Alphabeti- | 
cal Nomenclature, Ponton, price $4.75, plus | 

PHYSICIANS? [2 
= | ( Send me information on cross-index system. 


RECORD co. | eT eT eT TCT Te TTT eee Hospital 


The Largest Publishers of Medical Records RN NBs snacnecnesnaaseteay snes Title l 
161 W. Harrison St., Chicago, Ill. | OMIT wa: sha 6 ae cee Wren ecu aan | 
pict nie. o% rahe Nia eae NG ct awitdonuerdanweeks WONG ccc hacweses | 





July, 1934 [139] 








THE BULLETIN of the AMERICAN HOSPITAL: ASSOCIATION 


the superintendency of that hospital. His resignation, however, will not 
immediately become effective. The hospital will be operated under the 
name of St. Therese Hospital. 


Miss Merle Walker has been appointed superintendent of the Kansas 
City Tuberculosis Hospital to fill the vacancy left by the death of Mrs. 
Josephine Brunk. 


Dr. Leslie M. Jones succeeds Margaret R. Parker as superintendent of 
Epworth Hospital, South Bend, Indiana. Dr. Jones had been in charge 
of the W. A. Foote Memorial Hospital, Jackson, Michigan. 


Hugh F. Nevin has recently been named superintendent of the Medford 
(Wisconsin) Clinic to succeed George F. Meyer, resigned. 


Madge Rees, who has been connected with Cohoes (New York) Hos- 
pital for more than 20 years, has resigned as superintendent. 

Dr. Ira D. Nelson, former superintendent of Claremore (Oklahoma) 
Hospital, has succeeded Dr. Jacob Breid as superintendent of Sac and 
Fox Sanatorium, Toledo, Iowa. 

* 

Dr. Peter J. Johnson is no longer connected with Cumberland Hos- 

pital, Brooklyn, New York, as its superintendent. 


Mabel Korsell has been appointed superintendent of the Itasca County 
Hospital at Grand Rapids, Minnesota. 


% 
° 





The American Association of Medical Social Workers 
(Continued from page 121) 
Il. Whereas. 

Rules and Regulations No. 7 fail to provide a complete program for 
medical care as defined by modern medicine, because no provision is 
made for hospital, clinic and other diagnostic and treatment facilities, 
and because preventive health care is apparently ignored, Therefore be it 

Resolved, That the American Association of Medical Social Workers 
sees further steps which may be taken in the same direction, and be it 

Resolved, That the American Association of Medical Social Workers 
recommends that the present program be revised to include a program for 
preventive health care, and for complete diagnostic and treatment pro- 
cedures, including hospital care, laboratory and other essential diagnostic 
facilities. 
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“Pleasure-Planned” Trips to 






on the 


QUEEN of BERMUDA 
MONARCH of BERMUDA 
Each over 22,400 gross tons. 


RILLIANT crowds, brilliant ships, brilliant 
Bermuda! For short cruises or long vaca- 
tions, people who know are choosing this superb 
island resort —and travelling “Furness” as a 
matter of course. For only on the great Furness 
luxury-vessels are they sure of having a private 
bath even at the minimum — as well as the whole 
catalog of entertainment features concentrated in 
the Furness “pleasure-plan.” $250,000 dance 
decks, great sports decks, tiled swimming pools, 
night clubs, cocktail bars, ship-to-shore phones — 
not to mention the delicious meals and the sea- 
going shipboard atmosphere for which Furness is 
noted. Frequent sailings direct to dock in Ham- 
ilton. 


Beamuda Line 
Apply local agent or Furness Bermuda Line, 34 White- 
hall St. (Where Broadway begins) ; 565 Fifth Ave., N. Y. 
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OFFICERS OF NATIONAL, STATE, AND PROVINCIAL 
ASSOCIATIONS 


Alabama Hospital Association 

President—J. E. Oliver, Alexandria, La. 

Secretary—C. N. Carraway, M.D., Norwood Clinic, Birmingham. 
Alberta Hospital Association 


President—A. F. Anderson, Royal Alexander Hospital, Edmonton. 
Secretary—T. Cox, University Hospital, Edmonton. 
American Association of Medical Social Workers 


President—Lena R. Waters, Hospital of the University of Pennsylvania, 
Philadelphia. 
Secretary—Helen J. Almy, Colorado General Hospital, Denver. 


American Occupational Therapy Association 
President—Joseph C. Doane, M.D., The Jewish Hospital, Philadelphia. 
Secretary—Mrs. Eleanor Clarke Slagle, 175 Fifth Ave., New York City. 
American Protestant Hospital Association 
President—Charles S. Pitcher, 1521 Spruce St., Philadelphia. 
Secretary—Frank C. English, D.D., 3233 Griest Ave., Cincinnati. 
Arkansas Hospital Association 


President—Rev. John Healy, diocesan director of hospitals, Little Rock. 
Secretary—Regina Kaplan, Levi Memorial Hospital, Hot Springs. 


British Columbia Hospitals Association 
President—J. M. Coady, St. Paul’s Hospital, Vancouver. 
Secretary—J. H. McVety, Vancouver. 


Canadian Hospital Council 


President—F. W. Routley, M.D., Toronto. 
Secretary—G. Harvey Agnew, M. D., 184 College St., Toronto. 


Catholic Hospital Association 


President—Rev. Alphonse Schwitalla, S.J., 1402 S. Grand Blvd:, St. 
Louis. 
Secretary—M. R. Kneifl, 1402 S. Grand Blvd., St. Louis. 


Children’s Hospital Association 
President—Robert B. Witham, Children’s Hospital, Denver. 
Secretary—Agnes O’Roke, Kosair Crippled Children’s Hospital, Louis- 
ville. 
Colorado Hospital Association 
President—Guy M. Hanner, Beth-El Hospital, Colorado Springs. 
Secretary—William S. McNary, University of Colorado Medical School 
and Hospital, Denver. 
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Have You Read the Latest about 

















A wealth of new and interesting information pertain- 
ing to the Spring-Air Mattress has just been published 
in booklet form. Because of the preference which the 
hospital field has shown for Spring-Air, this new liter- 
ature should be on file in every Superintendent’s office. 
Now isa particularly good time to bring your mattress 
file up-to-date, and it is suggested that the coupon be 





used to bring the 
Spring-Air provides that Healing Rest : 
which is so essential as a_ therapeutic latest data regard- 
measure — use the coupon for the : 


facts. ing Spring-Air. 


_— MASTER BEDDING 
; MAKERS of AMERICA 


Secretary’s Office: 
Holland, Michigan 








The Secretary, 
MASTER BEDDING MAKERS OF AMERICA, 
Holland, Michigan. 


Please send the new Spring-Air literature for our files. 
Hospital Name s¢<4.s6c5 vnc ces wenevedecdent test nnassveeyuensnnnenee 
WR TABESS | ais o si wn hh Sy re ip ee meee can ed ae eee ene wena ae : 


Superintendent ........... shina lana gM Rice Sidhac ete adhe Saale Owerne cameos 
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Connecticut Hospital Association 
President—Allan Craig, M. D., Charlotte Hungerford Hospital, Tor- 
rington. 
Secretary—Lucy Abbott, William Backus Hospital, Norwich. 
Department of Hospital Service, Canadian Medical Association 
Secretary—G. Harvey Agnew, M. D., 184 College St., Toronto. 


Florida Hospital Association 
President—Dorothy B. Thurston, Halifax Dist. Hospital, Daytona 
Beach. 
Secretary—Fred M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 
President—Robert Hudgens, Emory Univ. Hospital, Emory University, 
Ga. 
Secretary—W. D. Barker, Georgia Baptist Hospital, Atlanta. 
Hospital Association of the State of Illinois 
President—E. I. Erickson, Augustana Hospital, Chicago. 
Secretary—Maurice Dubin, Mt. Sinai Hospital, Chicago. 


Indiana Hospital Association 
President—E. C. Moeller, Lutheran Hospital, Ft. Wayne. 
Secretary—A. G. Hahn, Protestant Deaconess Hospital, Evansville. 


Iowa Hospital Association 
President—Thomas P. Sharpnack, Broadlawns Hospital, Des Moines. 
Secretary—E. C. Pohlman, University Hospital, Iowa City. 


Kansas Hospital Association 
President—Rev. John E. Lander, Wesley Hospital, Wichita. 
Secretary—Rev. John T. Axtell, Axtell Christian Hospital, Newton. 


Kentucky Hospital Association 
President—J. Ernest Shouse, 113 E. Chestnut, Louisville. 
Secretary—Elsie L. DeLin, Children’s Free Hospital, Louisville. 
Louisiana Hospital Association 
President—Basil C. MacLean, M.D., Touro Infirmary, New Orleans. 


Secretary—Harriett L. Mather, Southern Baptist Hospital, New 
Orleans. 


Maine Hospital Association 

President—T. A. Devan, M.D., Eastern Maine Gen. Hospital, Bangor. 

Secretary—Margaret A. Hebert, Gardiner Hospital, Gardiner. 
Manitoba Hospital Association 

President—J. H. Metcalfe, Portage la Prairie. 

Secretary—G. S. Williams, M.D., Children’s Hospital of Winnipeg. 
Michigan Hospital Association 

President—W. L. Babcock, M.D., Grace Hospital, Detroit. 

Secretary—Robert G. Greve, University Hospital, Ann Arbor. 
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Morrill’s 
Terr OSPITAL 




















Manual of Operation 











FOREWORD BY WINFORD H. SMITH, M. D. 


CONTENTS 
I. Organization V. Purchase and X. Special Equipment 

II. Staff Organization Issuance XI. Clinicai Records 
III. Planning and VI. Nursing Service XII. Fire Protection 

Construction VII. Dietetic Service XIII. Accounting 
IV. Admission and VIII. Housekeeping XIV. Public Relations 

Discharge IX. Mechanical Depart- 

ment 


Approved by the Profession 


It is a textbook that has been carefully prepared and particularly well writ- 
ten. Its author is a hospital administrator of wide experience, who has 
made a careful and detailed study of hospital operation . . . There is more 
sound information within the covers of this book of 315 pages than can be 
found in any book on hospital subjects of the same nature. Dr. Morrill has 
gone into intimate detail in describing the different subjects outlined. The 
book is well illustrated and gives the reader just the sort of information he 
is in search of in solving many of his problems. 


Bulletin of the American Hospital Association (May, 1934). 


“. .. The author has had an unusually varied and lengthy background of 
administration in institutions of different sizes and types, in different parts 
of the continent, and this is reflected in the sureness with which he discusses 
various activities and procedures. In addition he is a keen student of hos- 
pital service and his work as a consultant and hospital visitor has carried 
him into many hospitals in different areas and given him an intimate ac- 
quaintance with methods and problems of many hospitals. As a result this 
volume contains a vast amount of detailed information which, as Dr. Win- 
ford H. Smith says in the foreword, “seasoned administrators will find it 
profitable to read and will inevitably find food for thought and the incentive 
to check up on some of the methods now in use in their own institutions.” 
Hospital Management, May, 1934. 


“Doctor Morrill has once more prepared what should prove to be a valuable 
contribution to hospital administration. Reading between the lines, one 
senses the author’s wealth of personal experience. Fifteen well-chosen 
chapters are devoted or, as the author says, limited to practical every-day 
problems, and there is much practical advice planned to assist the hospital 
administrator to avoid the many pitfalls along his way.” 

The Modern Hospital, June, 1934. 


Price $3.00 Postpaid 


The Trained Nurse and Hospital Review 
466 Fourth Avenue New York City 
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Mid-West Hospital Association 


President—George W. Miller, Tulsa, Okla. 
Secretary—Walter J. Grolton, St. Louis Hospital No. 1, St. Louis. 


Minnesota Hospital Association 


President—J. H. Mitchell, Colonial Hospital, Rochester. 
Secretary—A. M. Calvin, Midway and Mounds Park Hospitals, St. Paul. 


Mississippi Hospital Association 
President—R. J. Field, M.D., Field Memorial Hospital, Centreville. 
Secretary—Leon S. Lippincott, M.D., Vicksburg Sanitarium, Vicksburg. 
Missouri Hospital Association 
President—Walter J. Grolton, St. Louis City Hospital No. 1, St. Louis. 
Secretary—V. Ray Alexander, 4602-A Cleveland Ave., St. Louis. 
Montreal Hospital Council 
President—L. A. Lessard, M.D., Notre Dame Hospital, Montreal. 
Secretary—A. L. C. Gilday, M.D., Montreal Gen. Hosp., Western Div. 
National Association of Nurse Anesthetists 
President—Mrs. Gertrude L. Fife, 2065 Adelbert Road, Cleveland, O. 
National Methodist Hospitals, Homes, and Deaconess Association 
President—Karl Meister, Elyria Home for the Aged, Elyria, Ohio. 
Secretary—Guy M. Hanner, Beth-El General Hosp., Colorado Springs. 
New Brunswick Hospital Association 
President—S. R. D. Hewitt, M.D., General Hospital, St. John. 
Secretary—Fred I. Haviland, Box 897, Fredericton, N. B. 
New England Hospital Association 


President—Albert W. Buck, New Haven Hospital, New Haven, Conn. 
Secretary—Albert G. Engelbach, M.D., Massachusetts Gen. Hosp., 
Boston. 


New Jersey Hospital Association 


President—Marie Louis, Muhlenberg Hospital, Plainfield. 
Secretary—Charles F. Dwyer, Newark City Hospital, Newark. 


Hospital Association of the State of New York 


President—P. Godfrey Savage, Niagara Falls Memorial Hospital. 
Secretary—Carl P. Wright, General Hospital, Syracuse. 
North Carolina Hospital Association 
President—Newton Fisher, James Walker Memorial Hospital, Wilming- 
ton. 
Secretary—J. Lyman Melvin, Park View Hospital, Rocky Mount. 
North Dakota Hospital Association 
President—J. T. Tollefson, St. Luke’s Hospital, Fargo. 
Secretary—Halver H. Iverson, Trinity Hospital, Minot. 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of’ 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 


patients. 


Circular will be sent upon request 


FRANK A. HALL & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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Northwest Hospital Association 
President—J. W. Efaw, 5027-42 S. W., Seattle, Wash. 
Secretary—Rev. Axel M. Green, Emanuel Hospital, Portland, Ore. 
Hospital Association of Nova Scotia and Prince Edward Island 
President—Rev. H. G. Wright, Inverness, N. S. 
Secretary—Anne Slattery, R.N., Dalhousie University, Halifax, N. S. 
Ohio Hospital Association 
President—J. R. Mannix, University Hospitals, Cleveland. 
Secretary—A. E. Hardgrove, Akron City Hospital, Akron. 
Oklahoma Hospital Association 
President—A. J. Weedn, M.D., Weedn Hospital, Duncan. 
Secretary—R. L. Loy, Jr., Oklahoma City General Hospital, Oklahoma 
City. 
Ontario Hospital Association 
President—Brig.-Gen. C. M. Nelles, Niagara-on-the-Lake. 
ecretary—F. W. Routley, M.D., 410 Sherbourne St., Toronto. 
Hospital Association of Pennsylvania 
President—Jessie J. Turnbull, Elizabeth Steel Magee Hosp., Pittsburgh. 
Secretary—Howard E. Bishop, Robert Packer Hospital, Sayre. 
Hospital Association of Rhode Island 
President—William O. Rice, M.D., Rhode Island Hospital, Providence. 
Secretary—Helen M. Blaisdell, Westerly Hospital, Westerly. 
Saskatchewan Hospital Association 
President—Leonard Shaw, Moose Jaw General Hospital, Moose Jaw. 
Secretary—G. E. Patterson, General Hospital, Regina. 
South Carolina Hospital Association 
President—F. O. Bates, Roper Hospital, Charleston. 
Secretary—H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—H. J. Bartron, M.D., Bartron Hospital, Watertown. 
Secretary—C. W. Carlson, Moe Hospital, Sioux Falls. 
Southern Methodist Hospital Association 


President—Robert Hudgens, Emory Univ. Hosp., Emory University, 
Ga. 
Secretary—Sadie Morrison, General Hospital Board, M. E. Church, So., 
Atlanta, Ga. 
Tennessee Hospital Association 
President—C. P. Connell, Vanderbilt University Hospital, Nashville. 
Secretary—B. P. Moffatt, Methodist Hospital, Memphis. 
Texas State Hospital Association 


President—Bryce L. Twitty, Baylor Hospital, Dallas. 
Secretary—Elizabeth Kelly, Sealy Hospital, Santa Anna. 
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In Years- 
No 


Dressing 
Infections 


E have sold thousands 

and thousands of Diack 
Controls over a good many 
years to hundreds of hospitals. 
They prove visually the sterili- 
zation of dressings. 

In not one case have we 
heard of a dressing infection, 
where our Controls have been 
properly placed at the heart of 
the bundle. 

Yet, in hospitals not using 
Diack Controls, dressing infec- 
tions are frequently found, 
and are not rare occurrences. 

Apparently then, the use 
and proper placing of Diack 
Controls is a sure guard 
against incomplete sterilization 
of surgical dressings. 

Any hospital may adopt 
them, and use them properly 
from the very beginning. 





Boxes of 100 Diack Con- 
trois, post-free, $4.00 in 
the United States, $4.50 
in Canada. 


A. W. DIACK 


5533 Woodward Avenue 


DETROIT, 
MICH. 











THE NURSING SERVICE 


is one of the most important 
services in a hospital. 


The new social order is bringing 
many changes in nursing. 


Read about them in 
THE AMERICAN 


JOURNAL OF NURSING 


50 W. 50th St. 
New York City 


Here is my subscription: 
[] |! year $3 [7 2 years $5 


Tee ee ee ee ee ee 














ARRANGEMENTS 


have been made for spe- 
cial hotel rates and special 
transportation rates for 
delegates attending the 
American Hospital Asso- 
ciation convention in 


Philadelphia— 


The Headquarters Hotels: 


American Hospital Association 


BENJAMIN FRANKLIN 


American Protestant Hospital 
Association 


BELLEVUE-STRATFORD 


Hospital Exhibitors’ Association 
ADELPHIA 

American Occupational Therapy 
Association 


BENJAMIN FRANKLIN 


National Association of Nurse 
Anesthetists 
BELLEVUE-STRATFORD 
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Virginia Hospital Association 
President—W. T. Sanger, M.D., Medical College of Virginia, Richmond. 
Secretary—Lewis E. Jarrett, M. D., Hosp. Div., Medical College of 
Virginia, Richmond. 
Washington State Hospital Conference 


Presideat—J. V. Buck, St. Luke’s Hospital, Spokane. 
Secretary—A. C. Jordan, M.D., Harborview Hospital, Seattle. 


Western Hospital Association 


President-—J. Rollin French, M. D., Golden State Hospital, Los Angeles. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 


West Virginia Hospital Association 
President—T. K. Oates, M.D., Martinsburg. 
Secretary—Charles C. Warner, P.O. Box 1828, Charleston. 
Wisconsin Hospital Association 


President—R. C. Buerki, M.D., Wisconsin General Hospital, Madison. 
Secretary—J. G. Crownhart, 119 E. Washington St., Madison. 




















AMERICAN HOSPITAL ASSOCIATION 
CONVENTION 


Visitors to this Convention, to be held on Septem- 
ber 24th to 28th, at the Municipal Auditorium, 
Philadelphia, are cordially invited to visit The Wander 
Company Booth No. 116, and partake of a refreshing 
. of OVALTINE, the well known Swiss Food 

rink. 


OVALTINE is used in hospitals as a between- 
meals nourishment, for malnutrition. convalescents 
and nursing mothers. At home it is largely used as a 
mealtime beverage instead of tea or coffee, particularly 
in nervousness. 


Feel free to visit Mr. Jenkins at the OVALTINE 
Booth frequently and enjoy this refreshment. 


OVA LTINE 


She Swiss Food - Drinks 


Manufactured under license in U. S. A. 
according to original Swiss formula 
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ISSOLVE one Kalmerid 

Germicidal Tablet in 

one liter of 70% alcohol. The 

tubes sink in this solution and 

remain submerged. Tablets 

contain 0.§ gram (7% grains) 

x ta ok potassium -mercuric-iodide. 

es) ae , ' ; Literature sent upon request. 
nase a 


Bottle of 100 tablets. . . $3.00 


Less 25 % on 10-bottle lots 


DAVIS & GECK, INC, 
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